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Monthly Message 


Dr. Willard C. Rappleye, in an address at the congress on 
Medical Education and Licensure, 1954, narrated the history of 
medical licensure: “Roger II of Sicily issued an edict in 1140 
forbidding anyone to practice medicine who had not passed the 
necessary examinations. The Fourth Lateran Council in 1215 
issued additional rules in regard to surgical procedures. Freder- 
ick II in 1224 extended the regulations promulgated by Roger II 
and even specified that the medical faculty of the University of 
Salerno should conduct the necessary professional tests. The 
educational component of medical training was clearly stated 
by specifying that a candidate must have studied philosophy for 
three years, medicine for five years and have practiced under a 
qualified physician for one year, Please note that those edu- 
cational standards were prescribed 700 years ago.” 


Since then much effort has been expended in raising the qual- 
ity of medicine. In 1307 the King of France established a Board 
of Surgery in Paris to examine and certify those who wished to 
practice surgery. Following this, numerous Royal proclamations 
were issued dealing with surgery. In England both the University 
and barber-surgeons had their own Boards, which were eventually 
merged under the great charter granted by Henry VIII. This, how- 
ever, was not altogether a happy marriage, and for the next 200 
years until the establishment of the Royal College of Surgeons 
in the 18th Century, there were still many disputes among the 
Guilds, 


In our own country the past 50 years have seen the abolition 
of the diploma mills and the steady elevation of quality in med- 
icine and surgery. We must guard against overspecialization, 
however, and a return to the outmoded guild system toward which 
some of the Specialty Boards seem to lean. In the words of San- 
tayana, “Those who cannot remember the past are doomed to 
repeat it.” 


FRANK B. BERRY, M. D. 
Assistant Secretary of Defense 


(Health and Medical) 
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A PSYCHIATRIC STUDY OF 
55 EXPECTANT FATHERS 


JAMES L. CURTIS, Captain, USAF (MC) 


ESPITE the fact that expectant fathers are rarely mentioned 
D in the psychiatric literature, there is general awareness 
that fatherhood brings out the strengths and weaknesses in 
a man. This fact has practical consequences which perhaps are 
not sufficiently recognized. Because of its definite structure and 
demands, the military environment provides an unusual opportunity 
to observe the emotional reactions of young men as they begin to 
look on themselves as fathers. 





My attention was called to the special features in the problems 
of expectant fathers not only by the dramatic nature of some of 
their clinical problems, but also by their responses on a projec- 
tive psychologic test which was routinely used as a part of psy- 
chiatric evaluation. Faterson* had mentioned, several years be- 
fore, that patients often gave valuable responses when asked to 
draw and then to describe an animal. I used a modification of that 
technic as follows: Patients were asked to draw an imaginary 
animal; then, to write a story in which the animal was “doing 
something.” ‘Ihey were encouraged to take a hint from a motion 
picture or their reading if nothing immediately came to mind, On 
interpreting these drawings and stories it was found that expect- 
ant fathers, as compared with other men, showed a preponderance 
of fantasies relating to pregnancy and birth, sibling rivalry, and 
parental attitude. Levy” discussed the interrelations between 
drawings, stories, daydreams, dreams, and their relationship to 
other clinical findings. 


DEFINITION OF TERMS AND METHOD OF STUDY 


The criterion for inclusion of a case in this study was that, for 
a time, the man had believed he was an expectant father. It was 
certain that a pregnancy had existed in 51 instances, and some 
reason to believe so in the remaining four cases. The baby had 


From U. S. Air Force Hospital, Mitchel Air Force Base, N. Y. Dr. Curtis is now 
Instructor in the Department of Psychiatry, State University of New York, College of 
Medicine at New York City. 
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been conceived in wedlock in 45 instances and out of wedlock 
in 10. Of the 55 men, 31 were expectant fathers for the first time 
10 for the second time, nine for the third, and five for the fourth 
(or more) time. All but six men were maintaining a residence in 
the nearby area with their families. The study was conducted, 
therefore, in an essentially peacetime military setting. 


’ 


The 55 men were divided into three separate groups which rep- 
resented varying levels of success in the handling of their prob- 
lems as expectant fathers. From routine clinical experience with 
204 servicemen during a 21-month period, 31 had been expectant 
fathers when their presenting problems began. Those 17 men 
whose problems were considered serious will be designated 
group A. Group B was composed of the other 14 men whose 
problems were minor. 


Group C was a normal control group of 24 expectant fathers; 
none of them had sought or been referred for psychiatric consul- 
tation while they were expectant fathers. Those 24 men were 
part of a larger group of 240 enlisted men, random samples of 
men from two squadrons, who took part in a psychiatric screening 
study which had been presented to them as a study of the past 
and present difficulties encountered by normal enlisted men. 
Several brief projective tests were administered to them, and 
they were asked to fill out a four-page personality inventory form. 
One of the items on that form was whether or not, at that time, 
the woman concerned was pregnant. Three months later, having 
established the expected date of birth of the baby, a review was 
made of all visits the 24 men had made to sick call while they 
were expectant fathers, and an informal efficiency report was 
obtained on their duty performance during those months. While 
the men in group C were not interviewed, except for a few on 
whom necessary factual data were lacking, data roughly com- 
parable with groups A and B was obtained from them with a 
minimum of interference with their spontaneous behavior. 


VARIATIONS IN PERSONALITY FUNCTIONING FOR THE GROUPS 


The three groups were roughly alike in chronologic age (for 
each group the median age was within one year of 24 years). The 
groups were also similar in ethnic background (46 were white, 
there were four Negroes in group A, two in group B, three in group 
C). All were enlisted men except two commissioned officers in 
group B. 


Differences in personality structure probably accounted for most 
of the differences in types of clinical problems these men experi- 
enced as expectant fathers. Of the 17 men in group A, nine had 
a life history characterized by impulsive behavior disorder and 
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another five had definite schizoid personality tendencies. Of the 
14 men in group B, none had a history of impulsive behavior dis- 
order but five were schizoid, Of the 24 men in group C, three had 
chronic impulsive behavior disorders and one was schizoid, These 
personality evaluations were made on the total data on an indivi- 
dual case. 


Indications of a lack of emotional readiness for fatherhood were 
clearly apparent from a few gross facts conceming the man’s 
military and marital situation at the time he became an expectant 
father. The manner in which the men in the three groups set the 
stage for their approaching parenthood, including their timing 
of that event, and their comscious desire to become fathers, was 
probably the most crucial aspect of their subsequent emotional 
adaptation. 


Thus, as for unfavorable military situation, group A had a sig- 
nificantly greater number of men in the four lowest enlisted ranks 
(15 as compared with four in group B and 11 in group C; P = .02 
or less*), Also, group A had a significantly greater number of 
men with previous records of misconduct (14 as compared with 
one in group B and two in group C; P = .02 or less again, when 
group A is compared with either of the other two groups). From the 
foregoing figures it was apparent that both groups B and C enjoy- 
eda favorable military situation. There was an interesting manner, 
however, in which group C differed from group B or group A. 
Counting only those men in all of the groups who were serving 
in their first four-year tour of duty, group C had a greater number 
of men who were to become fathers within six months of the date 
on which they were to become eligible for discharge to civilian 
life (10 of 11 men) as compared with group B (none of three) or 
group A (one of 11—compared with either group, P = .02 or less). 
Thus, group C contained a significant number of men who had 
allowed themselves more freedom for making future life plans, 
who had access to more pleasant fantasies and hopes in the im- 
mediate future, and who were bolstered up by the humorous com- 
ments of their fellow servicemen. 


Difficulties, or disorganization, in marital setting followed 
along similar lines. Unmarried fatherhood expectancy was more 
frequent in group A (seven as compared with none in group B and 
three in group C; this difference is significant by comparison 
with group B, P = .02, but is not significant on comparison with 
group C, P =.10). Two men in group A and two in group C were 
married before the expected date of birth. The expectation of an 
illegitimate offspring posed an especially more complicated and 
disturbing event, and was neither consciously defended nor en- 

*Chi-square test for significant difference, correcting for small sample size, dif- 
ferences are significant if P = .05 or less. 
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joyed by these men. Altogether, 15 of the 17 men in group A were 
rejecting in attitude toward the expected baby, usually openly 
stated. Of the 14 men in group B, 11 were rejecting in attitude, 
but they were ambivalent and indirect rather than open in their 
statements, Data for group C were inadequate for this comparison, 
In general, the attitude toward the expected baby was closely 
related to attitude toward the expectant mother. As a further re- 
flection of their marital setting, it was noted that four of the 
wives of men in group A sought psychiatric consultation, one 
wife of a man in group B, and in no instance did a wife of a man 
in group C seek psychiatric consultation as an expectant mother. 
This also illustrated the fact that the problems encountered by 
these men were not mere passive reflections of problems en- 
countered by their pregnant wives. 


CLINICAL PROBLEMS 


The men ingroup A suffered from problems which were serious 
within the military environment—acute exacerbations of impulsive 
behavior disorders were most common. Less often they showed 
severe neurotic or borderline psychotic symptoms or psychoso- 
matic disorders. The men in group B suffered from problems which 
were minor in the military setting—transient or mild psychoso- 
matic or neurotic symptoms which were often found in association 
with a subtle but well-controlled change in behavior. While none 
of the men in group C came for psychiatric consultation; nine of 
the 24 had made several visits to sick call and the report of their 
effectiveness at duty revealed that their problems were similar in 
type and severity to those of the men in group B; another eight 
had the same type of complaints but of less severity, requiring 
fewer visits to sick call; only seven had no significant clinical 
finding by these methods of study. 


A discernible trend in the clinical course of these problems 
in all groups was that the men seemed to experience their greatest 
difficulty during the first and the last few months of their wives’ 
pregnancies. A man’s problems also were more intense and per- 
sisted even after the baby was bom in those instances where he 
had the greatest personality instability and extemal situational 
pressures. 


The more important clinical findings on all men in the three 
groups are summarized in table 1, It will be noted that anxiety 
and depressive reactions were common. Two men in group A who 
were moderately depressed attempted suicide; in one instance 
this followed the birth of an unwanted child, and in the other 
after a suspected criminal abortion. In both instances, agitated 
and psychopathic-like behavior of several weeks’ duration pre- 
ceded the attempted suicide, and probably masked the severity of 
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depression, Both of these men required psychiatric hospitaliza- 
tion, but made a gradual recovery and were returned to duty after 
a few weeks. In other instances, a mild depressive reaction was 
associated with accident proneness: minor sprains, contusions 
or lacerations from automobile or other accidents, 


TABLE 1. Clinical findings in 55 expectant fathers 














— = = “ 
Group A Group B Group C 
; (17 men) (14 men) (24 men) 
EE 
Symptoms: 
Anxiety, irritability 15 9 I} 
Depression 8 9 4 
Attempted suicide Zz 
Accident proneness 2 2 3 
Gastrointestinal tract symptoms 5 8 9 
Headache, dizziness 4 7 3 
Hypochondriasis 2 4 1 
Passive defiance: 
Lower efficiency 16 7 2 
Heavy drinking 8 1 2 
Transfer requests 6 8 4 
Overt defiance: 
AWOL 6 
Other offenses 3 
Insubordination 6 








The frequent occurrence of psychosomatic symptoms in all 
three groups was the most important distinguishing feature in the 
psychiatric reactions of these men. The men in groups B and C, 
much more clearly than in group A, developed complaints which 
were very similar to the complaints of pregnant women. Several 
men developed gastrointestinal symptoms which were typical of 
“morning sickness” as soon as their wives became pregnant; less 
commonly a sudden increase in appetite similar to “eating for 
two” was seen. Anorexia, nausea, and epigastric distress sug- 
gestive of peptic ulcer were common; one man, in group C, had 
roentgenographic evidence of ulcer, Alternating constipation and 
diarrhea; headache, dizziness, or other body pains were other 
common findings. Hypochondriacal complaints, with fears of brain 
tumor or abdominal cancer, developed in several men who were 
well-controlled paranoid personalities; but, paranoid attitudes 
were poorly controlled in two such men in group A. 


Repeated visits to sick call were made by three men in group 
A, eight in group B, and six in group C; three in group B were 
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hospitalized for diagnostic studies to rule out organic disease, 
The most serious psychosomatic disorder was suffered by a man 
in group A who developed severe nonspecific ulcerative colitis 
immediately after a forced marriage. After many months of con- 
servative medical treatment and subjective improvement, objective 
signs of severe and chronic bowel changes remained and he was 
the only airman in the study medically discharged from service. 


The severe passive aggressive or overt defiance which was 
so frequent in group A, as noted in table 1, had the following con- 
sequences: five were disciplined at least once, three were court- 
martialed, eight were separated from military service through 
administrative actions. 


The more subtle passive defiance, and its practical conse- 
quences, even in groups B and C, was not immediately apparent. 
However, many men in group B had made sudden, well rational- 
ized, official requests for transfer (six instances) or hardship 
discharge (two instances, later withdrawn). Altogether, six of the 
14 men in group B had a change in station assignment at some 
time during their wives’ pregnancies, although they were already 
maintaining residence with their wives. This suggested that ex- 
pectant fathers are more ‘on the move” than other servicemen. 
Fewer requests were made by the men in group C where, it will 
be recalled, many of those men were near the end of their tour 
of duty. 


For all three groups, a greater restlessness was also shown 
in their home life. Marital tension increased because many men 
left home more often during evenings, began to drink more, devel- 
oped new athletic interests, or were believed to be having extra- 
marital affairs. Thus, the same tendency to be “on the move” 
which was expressed by impulsive behavior in group A, may have 
been expressed in a more controlled form by the men in groups 
B and C, 


PSYCHODYNAMICS 


From the time a man believes that he may be an expectant 
father and notices changes in the expectant mother and in the 
fetus within her, many conscious and unconscious problems are 
stirred up and must be handled at an accelerated pace. It was, 
therefore, notable that the men themselves were seldom aware 
that their recent problems had any relation to their approaching 
parenthood. Referring physicians showed little awareness that a 
patient was an expectant father. This is partly explained by the 
fact that in our culure there is a general silence concerning ex- 
pectant fatherhood. This is in marked contrast to many primitive 
societies where the behavior of the expectant father is strictly 
ritualized. 
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Some of the psychodynamic problems which expectant fathers 
face will be illustrated by several brief summaries of the clinical 
findings, and the drawings and stories about an imaginary animal 
as actually written by the men studied. My interpretive comments 
were based on the more complete clinical data for a given case, 
Group C will be considered first because the issues became more 
complex in groups B and A, 


PROBLEMS OF GROUP C 


More often than in other groups the central figure in the story 
of men in group C was capable and strong; the plot was involved 
and was elaborated with cleverness and humor. Even though there 
were frequent expressions of anger and of ambivalent attitudes, 
their stories often ended on a happy or confident note. Several 
of the men who had no significant clinical problem wrote very 
little and their stories revealed rigid emotional control; others 
wrote stories with a moral or in the style of children’s tales, 


Illustration 1. This man was an expectant father for the first time, 
and had no significant problems. This story was obtained in the eighth 
month: “The poor farmer was losing his farm because he couldn’t pay 
his taxes, and mortgage on the farm, so as a last resort he decided to 
blow up his chicken coop and barns, burn them down and collect the 
insurance after he blew up the chicken house he had a change of heart 
and tried to put the chicken he had destroyed back together when he 
started collecting the pieces all he could find was ten legs a breast an 
a head so he put them together and made his fortune selling his chickens 
to families with 10 children.” 


This story can be interpreted as revealing this man’s fantasies and 
conscious thoughts concerning the financial responsibilities and worries 
and mixed emotions a father will experience. Will he resort to arson or 
violence or will he be called upon to do the impossible? If so, will he 
succeed? At a deeper level this man may have been expressing uncon- 
scious fantasies on how babies are made, how they are bom, how dan- 
gerous it is, and how it is possible that the child may be deformed. His 
ambivalent attitudes are expressed by an unconscious anxiety that he 
will be impoverished after the new baby arrives; while, at the same 
time, he considers the possibility that he may become wealthy. He is 
concerned and confused as to whether he should injure the baby or take 
good care of it, and whether he should starve or feed the baby. Inasmuch 
as his wife was in her eighth month when sexual intercourse is forbids 
den, some of the feeling of tension and anger at this deprivation may 
be related to increasing sexual tension and rebellious temptations. 


Illustration 2. This man was also an expectant father tor the first 
time. For the first three months he displayed anxiety, sprained his 
left shoulder, suffered from anorexia except for the evening meal, and 
desired to be transferred. This fantasy was obtained when his wife had 
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missed her first menstrual period, and he was uncertain of the prege 
nancy. He drew a square picture frame but did not draw an animal. He 
wrote as follows: “Picture of an invisible melzocestafogahba ... As 
you can undoubtedly see, he is in swift persuit of a mate.. You will also 
notice that the mate to be is also invisible, this is a very common chare 
acteristic of the melzocestafogahba family. Scientists at the present 
time admit they don’t know very much about this animal (? if its an ani- 
mal), but at last reports, Dr. Nelson Cuttspuller, a noted authority on 
Wine, Womin and melzocestafogahba’s reports that after a few more 
drinks, he will give us the complete lowdown.” 


His story could be interpreted on several levels as containing refer- 
ences to the missed menstrual period, the sperm meeting the ovun, his 
anxiety while awaiting the obstetrician’s report. He is ambivalent as 
to whether he wants a baby, is uncertain as to whether there is a baby 
at all, and whether there is only one or even twins. There is also con- 
cern as to which family characteristics the baby will inherit. He projects 
his own self image onto the baby and concludes that the baby will have 
desirable traits such as physical vigor and a strong heterosexual in- 
clination. There is hostility toward an authority figure, but he is able 
to identify with the authority figure as shown by the pompous writing 
style. He was making a satisfactory emotional adaptation with the help 
of defense mechanisms of somatization, denial, and humor. 


Other men in this group, whose difficulties were similar to men 
in group B, wrote stories more closely resembling the men in 
group B. . 

PROBL EMS OF GROUP B 

Themes of masculine strength and bravery were rarely obtained 
from these airmen. There was little action or little elaboration of 
plot. Endings were avoided or were unhappy. The central figure 
of the story was often a fish or bird, but there were many refer- 
ences to water, classical symbolic references to pregnancy and 
birth, and the stork. Often the central figure was weak, hungry, 
homeless, or unwanted. These men were projecting their own 
feelings of need and their own inhibited fear and anger onto the 
fetus. Their clinical symptoms revealed most clearly that they 
were Struggling with fantasies that they themselves were preg- 
nant, or that they themselves were the baby. 


Illustration 3. This very capable pilot was an expectant father for 
the first time. During the first six months of his wife’s pregnancy he 
became anxious, irritable, and depressed. He gained 50 pounds because 
of an uncontrollable appetite, and was ashamed of his physical appeare 
ance. He was temporarily suspended from flying status because of his 
excess weight which had been a problem for several years. He developed 
symptoms suggestive of peptic ulcer which required hospitalization, but 
roentgenographic studies did not reveal an ulcer. After several months 
of psychotherapy and a reduction diet he lost the excess weight, other 
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symptoms cleared, and, shortly after the baby’s birth, he was returned 
to flying status. 


This fantasy story was obtained in the sixth month: “This thing— 
there was no name for it to be sure—it all started early one moming 
while my friend and I were fishing. The lake was partly covered with a 
gray mist and a dead calm the water quite calm. There was a bite on my 
line and of course I thought it was one of the well known fish in this 
lake just begging to be pulled aboard. Believe it or not this picture 
that I drew for you the thing I pulled in—Haven’t decided what to do 
with it.” This is a symbolic version of the sexual intercourse, the con- 
ception, and the man’s uncertainty as to whether he should keep the 
baby or throw it back—before the baby was actually born. His symp- 
toms revealed his confusion as to whether he or his wife was pregnant, 
and anxiety that he might be starved by the arrival of the new baby. He 
was protecting himself from the frightening aspects of those specific 
fantasies. 


Illustration 4. This man, an expectant father for the second time, 
complained of headache, fear of brain tumor, and an itching sensation in 
his urethra. He made repeated visits to sick call for consultations. He 
requested and obtained a transfer to another air base for a temporary 
duty assignment at about the time the baby was expected to be born. 


This fantasy was obtained in the ninth month: “There was a little 
fish named Oscar who had legs . . . When ever he saw other fish about 
to be caught on a hook he would either run or swim very fast to warn 
them... All the other little fish were jealous of him. . . One day he 
wanted to explore so he swam up to the shore and walked right out on 
the bank and a cat caught the poor little fish and that was the last ever 
heard of little Oscar the walking fish.” The projection of some of his 
fear as well as some of his own admirable qualities onto the baby is 
clear. He identifies with the baby and shares the baby’s supposed fears 
of being engulfed and injured, and eaten up. His identification with his 
pregnant wife was best shown by his symptoms. On a more superficial 
level of interpretation, he was under increased tension on account of 
sexual frustration. This man was able to verbalize his fears of the 
consequences of sexual abstinence and was troubled by sexual dreams 
and nocturnal emissions. 


PROBLEMS OF GROUP A 


The overtly defiant behavior of many men in this group may 
have represented an unconscious attempt to convince themselves 
of their masculine strength and bravery. Their fantasy stories, 
however, usually showed an unconscious feeling of weakness or 
“badness” and these were the feelings which were projected onto 
the expected baby. Often their fantasy output was meager; but, 
more often than in the other groups, their unconscious problems 
were directly expressed by their impulsive behavior. Intense prob- 
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lems of unconscious sibling rivalry were observed, similar to 
those found in very young children. 


One man, in the third month of his wife’s pregnancy, became 
eneuretic for several weeks and extremely insubordinate after 
his application for discharge because of hardship was not ap 
proved, Another man, toward the end of his wife’s pregnancy, de- 
veloped expensive interests in new hobbies which left no money 
for necessary household expenses. He bought model planes, 
trains, started a coin collection, and purchased a violin and began 
to take lessons. Not only did these actions indicate his sibling 
rivalry, but on a deeper unconscious level they may have repre- 
sented a desire to influence the baby in a favorable way by en- 
gaging in cultural pursuits and a desire to provide playthings. 
Their ambivalence was more extreme, as were their actions, 


Illustration 5. This man, an expectant father for the first time, was 
apprehended for voyeurism. He complained of recent sexual preoccupa- 
tion and obsessive masturbation. He drew a picture of a cow and, claim- 
ing inability to write a story, he agreed to dictate one as follows: “wait- 
ing for somebody to milk her. There’s one thing missing—the baby 
cow.” The cow, needing to be milked, represented his own feelings of 
sexual tension and the absent calf represented his direct competition 
with the expected baby for the breast. On a deeper level, however, this 
man may have had fantasies of nursing the child, or of having too much 
milk. 


Illustration 6. This unmarried expectant father was a noncommissioned 
officer with six years of excellent military service. He suddenly began 
to borrow heavily from his friends, telling them that his girl had “leu 
kemia” and he was helping to make her last few days of life enjoyable. 
Later he admitted several attempts to commit burglary which he could 
not bring himself to complete. He was anxious, depressed, and irritable. 
Following an argument with the girl friend, he attempted to commit 
suicide by remaining in his car and leaving the motor running, in a 
closed garage. The pregnancy was probably terminated by abortion. 


This fantasy was obtained a few days following his attempted suicide: 
“... I hid behind a rock and fired a shot into the cave but nothing hap- 
pened. I was getting ready to shoot again when this animal came out. I 
was so shocked that I could not move . . . Suddenly the animal started 
straight at me .. .I pulled the trigger but nothing happened. . . I picked 
up my gun... it worked. I have been in the same area many times since 
then but have never seen the animal again.” The intense ambivalence 
and the diffuse hostility directed toward the girl, the baby, and himself, 
and its spreading involvement of the military and civilian environment, 
were evident. In this instance, and in the other attempted suicide, there 
was a Similar pattern of events: following an argument and an impending 
separation, both men tried to commit suicide by gas. This suggested not 
only a conviction that they would be completely abandoned and left to 
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die after the new baby arrived, but also that they may have felt that they 
were helplessly immobilized and suffocated within the matemal body. 


INlustration 7. This expectant father was told by his girl friend that 
she was pregnant, and that a physician had verified it. They were mar- 
ried a few weeks later. The first symptoms of ulcerative colitis were ex- 
perienced a few days before the marriage. The couple separated a few 
weeks later when the man discovered the woman was not pregnant. The 
ulcerative colitis increased in severity. He was hospitalized and treated 
conservatively with gradual subjective improvement over a 10-month 
period. Lengthy, expensive, and bitter lawsuits were begun by his family 
and his wife’s family. Although both parties said that they wanted a 
divorce, they obstructed the efforts of their lawyers by continuing to 
write and telephone each other, at times expressing love and at other 
times hate. 


This fantasy story was written by him six months after he learned 
his wife was not pregnant: “This animal was born on another planet. 
He got to earth by accident. The only thing to eat on the planet was 
rock and he needed those big teeth to chop this up... The growth under 
the head was a pouch to store some of this strange food... . he never 
turns around and walks back but constantly moves in one direction.” 
The pregnancy fantasies still persisted. As shown by his symptoms 
and his story, he was still angry and protective of a fantasied fetus 
within his own body, and was projecting onto it his own physical damage 
and deprivation. 


DISCUSSION 


Among the few available reports in the literature are Benedek’s* 
discussion of the psychodynamics of fatherhood which is particu- 
larly focused on the problems of men in military service and men 
who are about to become veterans. Reider’s*® discussion of the 
unmarried father is also valuable. Both writers stressed the 
fact that fatherhood brings out the individual’s oedipal situ- 
ation very clearly. Benedek’s viewpoint may be paraphrased that 
as a man attempts to develop an unconscious image of himself 
as a “good” father, he is aided by his past and present life ex- 
periences with “good” father, mother, and sibling figures. It can 
be seen that the effects of those inner, unconscious images are 
apparent in various life situations, but they become especially 
evident as soon as a man becomes an expectant father. 


These observations indicated that more of the men in group C 
possessed, or achieved, a rather stable and complete inner image 
of themselves as capable and loving fathers. While they often 
showed indications of concurrent identifications with the pregnant 
wife and with the expected baby, those identifications were either 
transient or did not lead to symptoms which could not be handled 
at sick call. Indeed, it would seem that normally the expectant 








948 U. S. ARMED FORCES MEDICAL JOURNAL (Vol. VI, No. 7 


father identifies with his wife and baby. This may actually help 
him to become more responsive to their needs for love and care. 


The men in group B had less stable and complete images of 
themselves as capable fathers. When, as was the usual case, they 
made a quick response to brief psychotherapy, they continued to 
show evidence of an unconscious image of themselves as a “good” 
mother or as a “good” older child in the family. They felt uncom- 
fortable in the role of a “good” father. The men in group A had 
no stable or complete or “good” images of themselves as fathers, 
mothers, siblings, or babies. These interpretations in all three 
groups were consistent with their total life histories and not mere- 
ly with their response to the pressures of parenthood. 


Frank® discussed the issues underlying other aspects of these 
observations in his article on the sexual fantasies of young chil- 
dren. He noted a series of intermingled fantasies which children 
resolve, sometimes hopefully and at other times in a manner which 
frightens them: What would it be like to have to produce a baby 
within one’s own body? What would it be like to be the developing 
fetus? What would it be like to be replaced by the newcomer? 
How, and under what conditions, do these things happen? In at 
tempts to find an answer, the child may draw on familiar experi- 
ences such as eating, urinating, and defecating. This study 
showed many manifestations of those specific fantasies, ex- 
pressed by symptoms, behavior, or in the drawings and stories. 
The extent to which these unconscious fantasies from childhood 
were revived, the degree of regressiveness, and their persistence 
were determined by the emotional integration of the individual 
and the extent to which he was experiencing external pressures. 


There is a need for further psychiatric research to determine 
the impact of these problems on the men and on the military en- 
vironment. It would be inportant to establish the frequency of 
self-inflicted or accidental injury among expectant fathers who 
handle aircraft, motor vehicles, or heavy machinery. It would be 
of value to know how frequently these men request transfer or 
discharge, or show a sudden reduction in efficiency or lose con- 
trol of their behavior. 


Medical officers at sick call, flight surgeons, and all other 
physicians should be alerted to the importance of inquiring wheth- 
er or not a male patient is an expectant father. It will often devel- 
op that problems such as a sudden anxiety, irritability or depres- 
sive reaction, or certain psychosomatic symptoms are related to 
fatherhood expectancy. The man’s attention can then be focused 
on the real problem inasmuch as he will not be effectively reas- 
sured even though he is successful in obtaining a transfer or reas- 
signment, or by being allowed to “act out” in other ways. If the 
man feels free to do so, he will ask the physician for frank and 
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factual information concerning the effects of sexual abstinence, 
masturbation, the development of the fetus, the effects of preg- 
nancy on the wife, prenatal] and postnatal care of the wife and 
baby, realistic problems concerning finance and housing, and 
changes in sleeping arrangements and recreational activities. 
Realistic discussions will permit the patient to speak more in- 
telligently with his wife, and share more knowingly and effectively 
in their experience. He may also exchange information with friencs 
who have successfully solved these problems. Even the skilled 
psychiatrist will avoid the interpretation of deep unconscious 
fantasies during brief psychotherapy, and will interpret the indi- 
cations of latent heterosexuality rather than latent homosexuality, 
and latent maturity rather than latent infantility. Only the more 
difficult cases will require psychiatric referral because a physi- 
cian needs no psychiatric training to discuss these very human 
problems and anticipations which surround the expectation of a 


new baby. 
SUMMARY 


A study of 55 expectant fathers in three groups revealed that 
parenthood expectancy is frequently overlooked as a source of 
acute emotional stress, 


Group A, made up of 17 men most of whom had a previous life 
history of impulsive behavior or schizoid personality, presented 
psychiatric problems which were serious within the military set 
ting. Seven men were expecting to become fathers of illegitimate 
offspring. Fifteen were openly rejecting in attitude toward the 
expected baby. Their outstanding clinical problems were: depres- 
sive reactions with attempted suicide (two instances), ulcerative 
colitis (one instance), and severe passive aggressive or overtly 
defiant behavior leading to administrative separation from service 
(eight instances). 


The 14 men in group B, well controlled in behavior and adjusted 
to military life, presented minor problems. Eleven were ambivalent 
or openly rejecting in attitude toward the expected baby and 
toward their wives. Their clinical problems consisted of transient 
or mild psychoneurotic or psychosomatic disorders which re- 
sponded to brief and realistically oriented psychotherapy. About 
half of these men had shown a slight reduction in duty efficiency 
or had made recent requests for transfer. 


Group C was made up of 24 men who had not been referred for 
psychiatric consultation while they were expectant fathers. They 
were studied by means of group psychologic tests, a review of 
visits they had made to sick call, and an informal efficiency re- 
port for the months they were expectant fathers, About one third 
were found to have no significant clinical problems; another third 
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had problems similar to those found in group B; the remaining 
third had problems like those found in group B but of lesser 
intensity. 


CONCLUSIONS 


From a review of all the clinical findings, it was concluded 
that the men in group C maintained a superior emotional adapta- 
tion to fatherhood by virtue of a relatively stable unconscious 
image of themselves as a capable and loving father figure. Very 
commonly also there was a benign kind of identification with their 
pregnant wife or with the expected baby. The men in group B less 
often achieved a “good” father identification, but were able to 
achieve a comfortable identification, unconsciously, as a “good” 
mother or older child in the family. The men in group A were un- 
able to fom a helpful or stable identification as a “good” father, 
mother, or sibling. 


Numerous childhood sexual fantasies are reactivated even in 
normal expectant fathers, and these are expressed by symptoms 
and changes in behavior. The most effective means of handling 
the resultant problems is by focusing attention on the man’s read- 
ily verbalized worries concerning sexual abstinence and the real- 
istic changes he anticipates in family problems. 


These findings suggest that “acting out,” or impulsive behavior 
disorders, will be found as a prominent element in the more 
serious clinical problems which occur in men who are expectant 
fathers, 
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EVALUATION OF PHOTOFLUOROGRAPHIC 
CHEST SURVEYS IN THE U.S. NAVY 


JOHN L. BIRCHER, Lieutenant (MC) USNR 
CHARLES A. CASTLE, Commander (MC) USN 


NE OF THE methods used in the Tuberculosis Control 
Program of the Navy is the routine roentgenographic exam- 
ination of the chest of all naval and Marine Corps person- 

nel as a part of the physical examination to determine fitness for 
enlistment, appointment, active duty, or separation, and at annual 
intervals while on active duty.’ For the routine examinations the 
photofluorographic technic employing 70-mm. size film is used 
for convenience and economy without essentially sacrificing diag- 
nostic quality. Except for a tendency to overread miniature films, 
Birkelo and associates?’ (constituting a “board of roentgenology” 
appointed to compare the effectiveness of 35-mm. photofluoro- 
grams, 4- by 10-inch stereophotofluorograms, 14- by 17-inch 
paper negatives, and 14- by 17-inch celluloid films) concluded 
that the miniature films were as satisfactory as any other method 
for tuberculosis case finding. 


Furthermore the U. S. Navy, with over a decade’s experience 
and in over 10 million photofluorographic examinations, has 
practiced dual reading of all of these screening films as a 
desirable and necessary safeguard against the individual inter- 
preter overlooking potentially pathologic signs. Yerushalmy* found 
that the single reader missed an average of 32.2 percent of films 
showing inflammatory disease, and that a competent reviewer can 
pick up 30 percent of truly positive films that have been missed. 
Groth-Petersen and associates‘ arrived at essentially the same 
conclusion and stressed the value of independent dual reading 
of photofluorograms. 


Whenever a photofluorogram reveals suspicious shadows, the 
person is re-examined by means of a standard 14 by 17-inch 
roentgenogram. Should this re-examination confirm the suspicious 
findings, the person is referred to a hospital for clinical study. 
Ordinarily the responsibility of the photofluorographic interpreter 
ends here, and accordingly his effectiveness is measured merely 
by the percentage of 14- by 17-inch roentgenograms that confirm 
his suspicions of the photofluorographic findings, without gen- 
erally knowing how many of those persons referred for further 
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study eventually are proved to have the suspected pathologic con- 
dition. Mason,* however, compiled an excellent series of results 
of 400,263 examinations with 35-mm. film at the U. S. Naval 
Training Station, Great Lakes, Ill. Ordinarily, long-term follow-up 
of suspected cases is difficult because often months of hospital- 
ization and clinical, laboratory, and histologic study are required 
before a definite diagnosis is obtained. 





Therefore an exhaustive follow-up study of those personnel 
discovered to have suspicious findings on their photofluorograms 
during a four-month period was undertaken in order to assess the 
contribution of mass photofluorographic surveys to the total num- 
ber of cases of tuberculosis diagnosed among naval and Marine 
Corps military personnel by all methods. It was anticipated that a 
statistically significant percentage of proved cases of tubercu- 
losis could be obtained in order to predict the total yearly yield of 
the mass chest x-ray program. In addition, the clinically important 
nontuberculous conditions, incidentally discovered, could also be 
classified and evaluated. 


All photofluorograms taken by naval photofluorographic units 
were received and reviewed at the Bureau of Medicine and Surgery. 
From 1 June 1953 through 30 September 1953, 348,875 photofluoro- 
grams of naval and Marine Corps personnel were received and 
reviewed. Of these, the photofluorograms of 8,851 persons were 
considered to show suspicious findings and these persons were 
re-examined by 14- by 17-inch film. Re-examinations of 773 
of these confirmed the suspicious photofluorographic findings 
and these persons were referred for further clinical study. 


At the end of the calendar year 1953 an attempt was made to 
determine the final established diagnoses of these 773 persons; 
however, only 659 of the 773 referred persons could be identified 
for follow-up. For thoroughness the hospital reports received in 
the Bureau were searched on three separate occasions, as recent- 
ly as April 1954, in order to recover the most recent available 
information. In all instances a diagnosis had been established 
and the patient invalided from service, retained for treatment, or 


returned to duty. 


Of the 659 patients identified (table 1), 284 (43.1 percent) were 
apparently not admitted to a hospital, and 86 (13.1 percent) were 
admitted but had unrelated pathologic conditions. This left 289 
(43.9 percent) persons with 293 established diagnoses compatible 
with the original suspicious findings on photofluorographic exam- 
ination. Thus, 0.08 percent of the 348,875 photofluorographic 
examinations revealed proved pathologic conditions of the chest. 


Of these 289 persons, 78 (27.0 percent) were tuberculous; of 
these, 63 had active pulmonary tuberculosis. Thus, persons with 
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active tuberculosis represented 9.6 percent of the 659 patients 
who had been referred for further clinical study (or 0.71 percent 
of the 8,851 showing suspicious photofluorographic findings, or 
.018 percent of the total number of persons examined). 


TABLE 2. Cases of active pulmonary tuberculosis diagnosed in naval and 
Marine Comps personnel during calendar year 1953* 





Type of active pulmonary tuberculosis Number 
Primary 4 
Disseminated, hematogenous 2 
Minimal 140 
Moderately advanced 192 
F aread vanced 67 

Total 405 





*Source: Medical Statistics Division, Bureau of Medicine and Surgery, 
Washington, D. C. 


Accordingly, we may estimate that every 5,538 photofluoro- 
graphic examinations will reveal one case of active pulmonary 
tuberculosis as based on these observations. Applying this ratio 
to the total number of naval and Marine Corps personnel examined 
during the calendar year 1953, z. e., 1,457,373, it could be ex- 
pected that about 263 cases of active pulmonary tuberculosis 
would be discovered by routine photofluorographic examinations, 
Because 405 persons were diagnosed in 1953 as having active 
pulmonary tuberculosis (table 2), the photofluorographic program 
was probably responsible for at least 65 percent of the “finds,” 


Besides the 78 persons actually diagnosed as being tubercu- 
lous, another 71 had questionably tuberculous lesions such as 
pulmonary infiltrations, pulmonary fibroses, and pulmonary granu- 
lomas (table 3). In fact, 15 had conditions so controversial that 
they were invalided from the service. 


The 144 established diagnoses in the remaining persons were 
not of tuberculous lesions, and ranged from pneumonias to neo- 
plasms, and cardiovascular defects to musculoskeletal deform- 
ities (table 3). 


It is apparent that the diagnostic potentialities of photofluorog- 
raphy are not limited to the detection of tuberculosis. Aside from 
the acute nonspecific inflammatory diseases in which, admittedly, 
routine screening contributes little to the diagnosis or prognosis, 
heart disease, congenital and acquired, and neoplasms lend them- 
selves well to miniature film detection. 
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TABLE 3. 293 pathologic conditions dia 


Active 


Minimal pulmonary 

Moderately advanced pulmonary 

Far advanced pulmonary 

Pulmonary, n. e. c.* postopera - 
tive, segmental resection 


gnosed in 289 persons on follow-up 
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I. TUBERCULOSIS (78) 


63 


Arrested 
Minimal pulmonary 
Moderately advanced pulmonary 
Tracheobronchial lymph nodes 


Il, QUESTIONABLY TUBERCULOUS (71) 


Infiltration, pulmonary, cause 
undetermined 

Fibrosis, pulmonary, cause 
undetermined 


49 


10 


In, NONTUBERC 


Pulmonary 


a 





-occidioidomycosis 

Histoplasmosis 

Sarcoidosis 

Carcinoma, n. e. c., of bronchus 

Teratoma, malignant, metastatic 
from testicle 

Cyst, n. e. c. pulmonary 

Asthma, perennial 

Bronchitis, acute 

Pneumonia, lobar 

Pneumonia, primary atypical 

Bronchopneumonia 

Pneumonia, n. e. Cc. 

Bronchitis, chronic 

Pleural adhesions, pneumonia 

Fibrosis, apical pleural 

Pleurisy, chronic nontuberculous 

Pneumothorax, spontaneous 

Bronchiectasis 

Atelectasis 

Emphysema, bullous 

Cystic disease, congenital 

Pneumothorax, traumatic 








Reticuloendothelial 


Hodgkins disease 
Leukemia, lymphogenous 
L phadenopathy 





eu 





Lymphadenitis, chronic 
mediastinal 

Caseous necrosis of mediastinal 
lymph node 

Lymphadenopathy, generalized 


*Not elsewhere classified. 
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Calcification, pulmonary, cause 
undetermined 

Granuloma, lung, type unknown 
(both resected) 


ULOUS CONDITIONS (144) 


Musculoskeletal 


Eventration of diaphragm 

Eventration, congenital 
diaphragmatic defect 

Arthritis, rheumatoid 

Osteomyelitis, chronic, first rib 

Fracture of clavicle with nonunion 

Scoliosis, congenital 

Deformity of rib, probably 
chondroma 

Spina bifida 

Hemivertebra 

Pectus excavatum, congenital 
defect 

Compression fracture of vertebra 


Cardiovascular 


Pericardial cyst 

Tumor, pericardial 

Rheumatic valvulitis (inactive) 

Dextrocardia with auricular 
fibrillation 

Hypertensive vascular disease, 
benign 

Hypertensive vascular disease, 
n. ©. C. 

Aneurysm of aorta 

Septal defect, ventricular 

Heart disease, congenital n. e. c. 

Coarctation of aorta 


Miscellaneous 


Ganglioneuroma, mediastinal 
Thymoma 

Lipoma, intrathoracic 
Mediastinal mass 
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Other investigators have substantiated this conclusion. For 
example, Schwartz and Berman* showed that successive photo- 
fluorograms of 10,549 persons revealed abnormal cardiac silhou- 
ettes in 207, and that about 80 percent of these 207 were proved 
to have definite organic heart disease. Gowen and Frank’ found 
74 cases of cardiac disease among 43,202 persons, and 14 proved 
cases of chest malignancy among 156,724 persons examined by 
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70-mm. film. According to Ochsner and associates,* who said that 
roentgenography yielded suggestive evidence of lung cancer in 
82 percent of their patients, routine screening offers the only 
method for early detection of pulmonary neoplasms. 





That the general civilian population should yield higher rates 
of neoplastic and cardiac diseases than does a group of young 
male adults is to be expected. However, in spite of the fact that 
our study deals largely with the latter group, a significant number 
of nontuberculous conditions were detected in apparently asymp- 
tomatic persons at a time when corrective measures might be 
successfully instituted. The economic importance of these non- 
tuberculous conditions would be impossible to determine accu- 
rately and must be left to the imagination. Although lacking the 
contagiousness of tuberculosis, neoplastic and cardiac diseases 
can be as debilitating and financially disabling as the former. 
Thus the worth of the mass photofluorographic chest screening 
program should be evaluated in terms of the method’s success 
in detecting, not only tuberculosis, but the economically important 
nontuberculous conditions as well. 


SUMMARY 


During a four-month period, 348,875 U. S. Navy and Marine 
Corps personnel on active duty and retired status were examined 
by photofluorographic films, Of these, 8,851 were re-examined 
using 14- by 17-inch roentgenograms, because of suspicious photo- 
fluorographic findings. Of these, 773 were referred for further 
study. Ultimately, 289 were proved to have significant chest con- 
ditions, 


Sixty-three cases of active pulmonary tuberculosis were dis- 
covered by routine photofluorogram, an incidence of 18 per 100,000 
examinations. This method is estimated to have accounted for 
about 65 percent of all diagnoses of active pulmonary tubercu- 
losis in the U. S. Navy during 1953. Mass screening also con- 
tributes to the detection of nontuberculous conditions, particu- 
larly neoplastic and heart diseases. 
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THE CERVICAL SMEAR FOR CARCINOMA 


I believe that smears obtained directly from the cervix are superior 
to those prepared from the pool of secretion in the posterior vaginal 
fornix, at least in detecting carcinoma of the cervix. This presupposes 
a speculum examination of the cervix, which should be a part of every 
pelvic examination anyway. The mucousplug sometimes present in the 
endocervical canal is usually poor hunting ground and should be dis- 
carded. The smear can be made by aspirating the endocervical secretion 
with a blunt pipet or, preferably, by gently scraping the squamous- 
columnar junction with a wooden or metal spatula or with an Ayre wood- 
en scraper. The material is then smeared out over one entire side of a 
microslide and dropped while still wet in a fixing solution consisting 
of equal parts of ordinary anesthetic ether and 95 percent ethyl alcohol. 
The smear should be rather thick, and should be spread out as uniformly 
as possible. 


It is convenient to have available in the examining room at all times 
screw-top Koplin jars containing the ether-alcohol fixative and micro- 
slides properly numbered with a diamond-point pencil. (These jars 
will hold five slides or 10 if they are placed back to back.) Just before 
making the smear, the nurse or assistant removes a slide from the 
fixative, wipes it dry, and drops it back into the fixative immediately 
after the smear is made. In my experience, the fixative can be used 
almost indefinitely but it must be filtered from time to time. 


Fixation should be carried out for at least two hours, and the smears 
can remain in the fixative for long periods without deterioration of the 
cells. After proper fixation, the smears are removed, stained, and 
examined. If necessary, they can be removed from the fixative, dried, 
and mailed to the cytologic laboratory with no cell deterioration to 
speak of. Pertinent clinical information, particularly the name and age 
of the patient and clinical appearance of the cervix, should be sub- 
mitted with the specimen. 

—I. L. TILDEN 
in Postgraduate Medicine 
pp. 553-554, Dec. 1954 











THE DIFFERENTIAL DIAGNOSIS OF 
PAPILLEDEMA 


Its Importance in Military Medicine 


SAMUEL D. McPHERSON, Jr., Lieutenant Commander (MC) USNR 
STEPHEN J. RYAN, Captain (MC) USN 


HE CORRECT recognition of papilledema or choked disk 
T when it occurs in military personnel is important not only 

for the early recognition and treatment of the underlying 
cause, but also for obviating the needless return of personnel 
from distant stations to continental medical centers with dis- 
orders which may simulate papilledema but may be of little or 
no neurologic significance. If the diagnosis of early papilledema 
is as difficult for the trained ophthalmologist as has been sug- 
gested by the extensive literature on the subject, one can easily 
understand the difficulties encountered by the general medical 
officer at distant stations with no special equipment for evalu- 
ating “blurred disks.” 


Shortly after von Helmholtz’* invention of the ophthalmoscope 
in 1851, papilledema was first described by von Graefe? and sub- 
sequently recognized as the cardinal sign of increased intra- 
cranial pressure. Since that time it has been accepted as perhaps 
the most important single diagnostic sign of brain tumor. For 
this reason if for no other, the presence of blurred disks has fre- 
quently resulted in the hospitalization of personnel with con- 
sequent loss of service although no pathologic disorder of the 
eye or central nervous system was present. 


CLINICAL APPEARANCE 


The appearance of the disk with papilledema will vary with 
the degree and duration of edema. As a rule, the disorder is 
bilateral, although in its incipiency the process may involve 
one eye more noticeably than the other. The earliest signs of 
papilledema are thought to be swelling of the nerve fiber layer 
of the disk, particularly at the superior and nasal sides of the 
disk, and slight forward protrusion of the central vessels at 
their point of entry into the nerve head.’’* Walsh*® believed that 
venous distention and tortuosity immediately around the disk 
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Figure 1. Appearance of the fundi in a patient with papilledema and frontal 
lobe tumor showing obliteration of the physiologic cups, blurring of the 
disk outlines, and hemorrhage over the right disk at 7 o’clock. 
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may also be an occasional precursor of these signs. The nerve 
head becomes hyperemic and dilated capillaries may be seen 
on its surface, As the process progresses, the physiologic cup 
becomes smaller and may even be abolished. The disk outlines 
may become indistinct throughout the periphery of the nerve 
head and actual elevation of the disk of several diopters may 
become evident (fig. 1). Frequently at this point, elevation of 
the disk may be discerned with parailax, by tilting the head of 
the ophthalmoscope from side to side or may be actually meas- 
ured by focusing the ophthalmoscope on the surface of the disk 
then upon the adjacent retina and noting the difference. 








Figure 2. Central visual fields of the same patient as in figure 1 showing 
enlargement of the blind spots. 


As papilledema progresses, venous dilatation and tortuosity 
becomes more pronounced and the veins may assume a dark 
color as the surrounding retina becomes edematous and elevated, 
Superficial flame-shaped hemorrhages and soft superficial exu- 
dates, so-called cotton-wool spots or cytoid bodies, may appear 
on the disk and adjacent retina, Frequently in the advanced 
stages of papilledema a star-shaped figure may be formed in the 
macula by exudates, and concentric deep folds or furrows may 
be seen around the disk. When papilledema has persisted for 
a sufficient time, secondary optic atrophy may develop and be- 
come manifest by pallor of the nerve head, 


As a rule, good central vision is preserved until late in the 
course of papilledema when it may become impaired due to either 
the formation of exudates in the macula or to secondary atrophy 
due to prolonged increases of intracranial pressure. 


Early in the course of the disease the visual fields show 
slight enlargement of the blind spots on testing with the tangent 
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screen, and as the disorder becomes more chronic the enlarge- 
ment may become more pronounced (fig. 2). At one time this was 
considered to be the earliest diagnostic sign of papilledema 
and even now is believed to be among the earliest changes to 
occur. Early in the course of the disorder the peripheral fields 
are intact unless there be some defect due to the cause of the 
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Figure 3. Central and peripheral fields of a patient with pseudotumor cerebri 
and chronic papilledema showing very marked enlargement of the blind 
spots and partial loss of the nasal field of vision in the right eye. 


increased intracranial pressure. After papilledema has persisted 
for some time there tends to be a gradual concentric constriction 
of the peripheral field of vision, and a loss of the nasal field 
of vision may occur where papilledema has been extremely 
chronic (fig. 3). 
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DIFFERENTIAL DIAGNOSIS 


Papilledema must be distinguished from several disorders of 
the optic nerve which at times may simulate the appearance of 
choked disk. These are pseudopapilledema, optic neuritis, 
drusen of the optic nerve, juxtapapillary choroiditis, and medul- 
lated nerve fibers (table 1). 


TABLE 1, Distinguishing features of various “blurred disks” 








Disorder Newologic 
signs 
Papilledema Good until Enlarged Bilateral Usually 
late blind spots present 
Pseudo- Good Normal Bilateral None 
papilledema 
Optic neuritis | Poor Central Usually May be 
scotoma unilateral present 
Drusen Good until Nasal Bilateral None 
late defects 
Juxtapap- Usually good | Sector Unilateral None 
illary cho- but may be defects 
roiditis affected 
Medullated Good Blind spots Usually None 
nerve fibers corre spond bilateral 





PSEUDOPAPILLEDEMA 


Pseudopapilledema is a congenital disorder usually occurring 
bilaterally in persons who frequently have moderate to marked 
hyperopic errors of refraction. With such a refractive error, the 
nerve heads may appear small on ophthalmoscopic examination. 
The disk outlines are blurred and the physiologic cups are small 
or absent. As a rule there is no hyperemia of the disk and venous 
dilatation is absent. There may be some congenital tortuosity 
of the retinal vessels but this, when present, involves the 
arteries as well as the veins. Exudates and hemorrhages are 
absent and there is no edema of the surrounding retina. With 
correction of the refractive error, vision is normal. The blind 
spots are of normal size and the peripheral fields of vision full. 


DRUSEN (HYALINE BODIES) OF THE OPTIC NERVE 


Drusen (hyaline bodies) are small spherical, refractile bodies 
occurring either on the surface of the optic nerve or in its sub- 
Stance and variously considered to be due to degenerative chang- 
es in old hemorrhages or exudates or to degeneration of excess 
neuroglial tissue.*~? Hyaline bodies usually occur as a bilateral 
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Figure 4. Appearance of the fundi in a patient with drusen of the optic nerve 
heads. In both eyes the drusen could be seen as spherical masses at the 
neuroretinal margins. The appearance of the right disk closely simulates 
that of papilledema. 
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finding and, when they lie superficially on the optic nerve, re- 
semble a grapelike cluster of small spherical bodies overlying 
the disk. When these bodies lie deeply within the substance 
of the nerve, the nerve head may appear elevated and edematous, 
Frequently in these instances one or more of the drusen may 
be seen lying at the neuroretinal margin (fig. 4). At times they 
are best seen in indirect illumination, by throwing the circle 


Figure 5. Central and peripheral fields of the patient in figure 4. The right 
field shows slight enlargement of the blind spot. The left shows a masal 
defect extending from the blind spot to the masal periphery. 


of light from the ophthalmoscope across one half of the nerve 
head and then looking at the opposite half. In fundi with drusen 
of the optic nerve there is frequently some degree of pallor of 
the nerve head and an absence of venous dilatation and tortu- 
osity—findings which are useful in distinguishing this disorder 
from papilledema. 


Good central vision is usually present in persons with drusen 
although after some years central vision may decrease due to 
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an accompanying optic atrophy. Rucker’® and Chambers and 
Walsh** have described characteristic field defects, such as 
nasal steps, enlargement of the blind spots, arcuate scotomas, 
extending from the blind spot to the periphery, small paracentral 
and central scotomas, and concentric constriction of the fields 
of vision (fig. 5), which may occur in persons with primary 
drusen of the optic nerve with no other neurologic finding. Most 
of these changes are the changes which may occur in patients 
with chronic glaucoma. 


Drusen of the optic nerve are sometimes present in persons 
with Bourneville’s syndrome or tuberous sclerosis, a disorder 
characterized by drusen of the optic nerve, adenoma sebaceum, 
cerebral sclerosis, and retinal tumors.’? In addition, persons 
with primary drusen of the optic nerves may develop bizarre sen- 
sory symptoms even in the absence of any positive neurologic 
finding.** For these reasons it is important that drusen of the 
optic nerve be correctly recognized and distinguished from 
papilledema. 


OPTIC NEURITIS 


Optic neuritis as used here is synonymous with papillitis, 
z. e€., the ophthalmoscopic appearance of the nerve head, and 
is limited to the intraocular portion of the optic nerve. The 
appearance of the optic disk depends on the duration, the caus- 
ative irritant, and severity of the response.*’ **’ * 


Optic neuritis usually occurs as a unilateral disorder in con- 
trast to papilledema. In most cases which are seen early, be- 
cause of the patient’s subjective complaint of loss of vision, 
the disk appears red and hyperemic and at times may be difficult 
to distinguish from the surrounding red retina. The margins at 
first may be only slightly indistinct and the physiologic cup 
reduced in size and with no measurable elevation of the surface 
of the disk. Within a very short time the disk appears grossly 
blurred and the cup is lost. Usually the elevation is not marked, 
not over two diopters. The veins appear full, distended, and may 
be tortuous. The arteries are normal. Exudates on and about 
the disk may be associated with small, flame-shaped, or round 
hemorrhages. There is usually a ring of peripapillary edema. 
As time goes on, the disk becomes less red and with increase 
in exudate assumes a blurred grayish appearance (fig. 6). Hemor- 
rhages outside the nerve head and peripapillary zone are un- 
common. On the other hand, exudates may extend out to and 
include the macular area giving a typical star figure or partial 
one. If the process develops to this degree, the condition is 
spoken of as a neuroretinitis. Frequently where the reaction 
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Figure 6. Fundus and central field of a patient with optic 
neuritis showing edema of the disk and surrounding 
retina with central scotoma in the field of vision. 
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Figure 7. Fundus and central field of a patient with juxta- 
papillary choroiditis showing edema of the temporal 
half of the nerve head and adjacent retina with a sector 
defect in the central field of vision. 





968 U. S. ARMED FORCES MEDICAL JOURNAL (Vol. VI, No. 7 


is marked, fine opacities in the vitreous can be seen with the 
ophthalmoscope. 


Ordinarily it would be difficult to distinguish between papille- 
dema and optic neuritis on the ophthalmoscopic picture alone. 
If the condition is unilateral and remains so, the diagnosis of 
papillitis is likely. 


As referred to previously, the main point in differentiating 
this condition from papilledema is the loss of central vision 
which is out of proportion to the appearance of the fundus. 
Typically there is a central scotoma because the highly spe- 
cialized papillomacular fibers are more sensitive to insult 
(fig. 6). 

It must be remembered that optic neuritis is part of a disease 
process not only of the central nervous system but of many 
systemic diseases, namely, acute and chronic infections, meta- 
bolic disorders, poisonings, anemias, et cetera, 


Although in many cases of optic neuritis no cause can be 
demonstrated at the time, the most common cause is multiple 
sclerosis. It is well known that other associated signs of the 
disease may not appear for many years. 


JUXTAPAPILLARY CHOROIDITIS 


Juxtapapillary choroiditis or Jensen’s retinochoroiditis is 
a choroiditis occurring adjacent to the optic disk. Its appear- 
ance again depends on the stage at which it is observed. The 
disorder is usually a unilateral one.*’'***’ 


Early it appears as a yellowish or dirty white fluffy lesion 
with indistinct margins and surfaces. There are usually dust- 
like, floating, vitreous opacities. When the papilla is involved 
in the process, it becomes indistinct and its appearance may 
closely resemble papilledema (fig. 7). The retinal vessels are 
frequently obscured in the exudate, and edema, though more 
marked than that occurring in papilledema, is limited to the side 
of the lesion, 


Vision usually remains good unless vitreous opacities become 
pronounced or unless the macular fibers become involved in the 
choroiditis. The fields characteristically show a sector defect 
with the apex at the blind spot extending into the periphery or 
to the median raphe (fig. 7). With healing, as in choroiditis gen- 
erally, the area becomes white with varying amounts of pigment 
deposition, and is circumscribed with irregular margins. The 
vitreous clears but the sector field defect persists. 
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Figure 8 Appearance of the fundi in a patient with medullated nerve fibers 
showing the white striated masses overlying both the nerve heads and 
adjacent vessels. 
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MEDULLATED NERVE FIBERS 


Normally in man the optic nerve fibers lose their myelin 
sheaths as they traverse the lamina cribrosa. However, not 
uncommonly they are seen ophthalmoscopically adjacent to the 
disk as white, striated, irregular areas with fimbriated or feath- 
ery margins of various sizes and shapes (fig. 8). The retinal 
vessels are usually covered over by these opaque areas, but 
if the area is small and less dense, it will appear yellow.**’ *® 


Vision is routinely good in persons with medullated nerve 
fibers and the peripheral field is normal, but the blind spot is 
enlarged and corresponds to the area of opaque fibers, overlying 
the deep or retinal elements. 


SUMMARY 


The early recognition of papilledema is obviously of great 
importance but is often difficult because of a number of dis- 
orders of the optic nerve which it may closely simulate. Among 
these are pseudopapilledema, optic neuritis, drusen, juxtapap- 
illary choroiditis, and medullated nerve fibers. The salient feat- 
ures of each of these have been described to aid in evaluating 
“blurred disks.” 
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OSLER FOUND THE TIME 


Many physicians are so engrossed with the practice of medicine that 
they are convinced, mistakenly, that there is no leisure time for reading. 
And yet, physicians can find time to read if they will only imitate the 
successful reading habit developed by William Osler, one of the greatest 
of modern physicians. Osler’s biographers attribute his usual accom- 
plishments not only to a profound knowledge of medicine but also to a 
broad general education. Osler was intensely interested in the thoughts 
and performances of human beings. He realized that the sole method 
available to him for obtaining an inexhaustible fund of information about 
these matters was to read what others had written. Osler’s problem was 
insufficient time for reading, the complaint uttered by so many of his 
fellow physicians; this was especially acute in his own case, since 
Osler was an extremely busy physician, in much demand as a teacher, 
a prolific writer, a versatile speaker, and an intrepid research investi- 
gator. Osler was able to arrive at a satisfactory solution early in his 
career. It became a habit of his to read the last 15 minutes before re- 
tiring, and this habit he pursued during a long lifetime. One story has 
it that Osler was unable to fall asleep without engaging in the custom- 
ary 15 minutes of bedtime reading. During his life, Osler read a signif- 
icant number of books, enough to furnish a well-stocked library. Nor 
was his reading limited to medicine; he developed an avocational speci- 
cialty to balance his vocational specialization, gaining fame as an 
authority on Sir Thomas Browne, the 17th century master of English 
prose. Even though Osler was for many years engrossed with medical 
research, the reform of medical teaching, and the introduction of modern 
clinical methods, he was able to supply an effective answer to the 
question busy physicians often ask themselves: *When will I find time 
toread?” — 


—from the Journal of the American Medical Association, 
p- 81, Jan. 1, 1955 
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TREPTODORNASE, discovered during the investigation of 
streptokinase,’ has been proved to be a valuable therapeutic 
agent in the treatment of infected wounds. Streptodornase 

requires catalytic activation by the magnesium or manganese ion, 


Streptodornase reduces the viscosity of pus, which is thick 
from the presence of desoxyribonucleoprotein,? Desoxyribonucleo- 
protein and desoxyribonucleic acid constitute from 30 to 70 per- 
cent of the sediment in viscous purulent exudates. Johnson,’ by 
studying the changes produced by varidase (brand of strepto- 
kinase-streptodornase) using the Feulgen method of staining, 
has shown that a large part of chronic inflammatory exudate is 
composed of dying and dead cells, A marked decrease in the num- 
ber of such forms, however, follows the use of varidase. Collec- 
tions of clumped leukocytes are broken up. The clumping of the 
leukocytes is apparently due to the presence of desoxyribonucleo- 
protein which is depolymerized by streptodornase. An increase 
in the number of effective leukocytes thus results. 


The nucleoproteins are compound proteins containing nucleic 
acids as a prosthetic group. Desoxyribonucleic acid upon hydrol- 
ysis by the group of enzymes contained in varidase yields phos- 
phoric acid, desoxyribose, -purines, and pyrimidines, a result 
almost similar to that achieved by acid hydrolysis.* Varidase 
would appear to contain a series of progressively acting, closely 
related, and highly specific enzymes. The first enzyme apparently 
acting on this highly polymeric molecule is a depolymerase which 
causes a great change in viscosity. This action resembles that 
of the crystalline desoxyribonuclease derived from the pancreas 
as described by Kunitz.5** At this stage, however, the varidase 
mixture of enzymes, in contrast to pancreatic dormase, contains 
one which acts upon the end products of the depolymerizing en- 
zyme. The second group of end products in turn is acted upon by 


From Veterans Administration Hospital, Fort Howard, Md., and the Lederle Laboratories 
Division, American Cyanamid Company, Pearl River, N. Y. 
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a third enzyme to give a third mixture of end products, until a 
complete digestion is attained, 


With the availability of an experimental lot of the depolymer- 
ases of streptodornase, free of streptokinase, it became of inter- 
est to compare its clinical efficiency with varidase, which con- 
tains streptokinase, streptodornase, nucleotidases, and nucleo- 
sidases, 

M ETHODS OF USE 


The depolymerases of streptodornase may be administered in 
solution or suspended in lubafax (brand of surgical lubricant), 
The contents of each vial containing 100,000 units of activity 
are usually dissolved in 10 to 20 ml. of physiologic saline solu- 
tion, the amount of diluent depending upon the concentration of 
the enzyme desired for the specific patient. A more dilute solu- 
tion has been used successfully when 200,000 units were dis- 
solved in 1,000 ml. of physiologic saline solution for the treat- 
ment of a large burn. In general, however, for the treatment of 
localized collections of pus, the stronger concentrations of en- 
zymes are desired. The powder dissolves readily with gentle 
swirling. To facilitate the application of the enzyme to a flat 
external surface, 100,000 units of the depolymerases may be sus- 
pended in 30 ml. of lubafax. Solutions of the depolymerizing 
enzymes of streptodornase in physiologic saline solution should 
be made fresh daily and stored in a refrigerator when not in use, 
The suspension of depolymerases of streptodornase in lubafax 
will keep its potency for several days and should also be stored 
in a refrigerator. 


The depolymerases of streptodomase should not be adminis- 
tered systemically, for a local effect, only, is desired. Further- 
more, the effects of the intravenous administration of the depo- 
lymerases of streptodornase are unknown, 


Allergic reactions to the depolymerases of streptodomase have 
not been observed. Because the enzymes are antigenic, however, 
their administration shoula be associated with the usual pre- 
cautions. Although Hazlehurst’? has observed that a high titer 
of antistreptodornase has always developed after the adminis- 
tration of significant amounts of streptodornase, he has not ob- 
served significant interference with the therapeutic effects of 
the enzyme after prolonged administration. If a decrease in the 
therapeutic effect is noted during the later stages of treatment 
after a good initial response, it might be well to increase the 
amount of the depolymerases of streptodornase used. 


PRINCIPLES 


The principles guiding the use of the depolymerases of strepto- 
dornase are essentially those of varidase, or streptodornase. The 
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depolymerases of streptodornase will not cause lysis of fibrin 
and therefore should not be used where removal of a sterile col- 
lection of blood is desired. 


1. Slough must be removed from the wound because the depolymerases 
of streptodomase will not liquefy it. 


2. Foreign bodies must be removed from the wound. 


3. The blood supply to the area must be adequate to provide mage 
nesium ion to activate the depolymerases of streptodornase. 


4. An excess rather than a minimal amount of the depolymerases of 
streptodornase must be provided. 


5. The proper pH must be maintained. 


6. The depolymerases of streptodornase must be placed in direct 
contact with the pus. 


7. The products of digestion must be removed effectively and fre- 
quently. Because the amounts of the substrates and the enzymes come 
to an equilibrium, the end products must be removed to prevent a rever- 
sal of the reaction. In addition, removal of the digested pus permits 
more effective action of the humoral mechanisms and of the particular 
chemotherapeutic or antibiotic agent used. Likewise, removal of such 
products will prevent the formation of a dead space and encourage appo- 
sition of walls of the wound which are conditions necessary for healing. 


8. Treatment of severe infections should be on a continuous rather 
than on an intermittent basis. 


9. The concomitant use of a selected chemotherapeutic or antibiotic 
agent is indicated. 


TABLE 1. Results of treatment with the depelymerizing enzymes 
of streptodornase 
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The series consists of 20 patients who had a wide variety of 
infections (table 1). Fifteen patients had abscesses of various 
types, three had tuberculosis, one had a severe burn, and one had 
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pneumonia. In the patient with pneumonia, the depolymerases of 
streptodornase were put in a solution which was used as an aero 
sol. 


CASE REPORTS 


Case 1. A 58+yeareold man was admitted to che medical service of 
the hospital on 14 March 1953 for the treatment of advanced bilateral 
pulmonary tuberculosis. The patient received streptomycin and sodium 
parasaminosalicylate. A mass developed over the cartilage of the right 
seventh rib. Fluctuation and spontaneous drainage occurred, but re- 
current episodes of drainage were noted. The roentgenograms of the 
chest did not show osteomyelitis of the ribs. The patient was seen by 
a surgical consultant on 5 August; a diagnosis of tuberculous abscess 
was made and incision of the area recommended. 


On 17 August the sinus and the cartilage of the seventh rib were 
excised. Two No. 18 French rubber urethral catheters were placed in 
the wound which was then packed with nylon gauze. The pathologist’s 
report of the excised tissue was of tuberculosis. 


The depolymerases of streptodornase,* 50,000 units in 2.5 ml. of 
physiologic saline solution, were injected through one of the catheters 
into the wound twice daily from 18 to 20 August. The catheters were 
clamped for four hours to permit digestion. Airevent suction of about 
-—8 cm. of water was applied to the wound until the time of the next 
injection. The catheters accidentally came out on 20 August. Once a 
day for the next 11 days, 10,000 units of the enzymes in 3 ml. of lubafax 
were placed into the wound, after which it was clean enough so that 
a secondary closure could be done on 1 September. Eight days later 
the wound was healed. The patient was transferred to the medical serv- 
ice for further treatment of the pulmonary tuberculosis on 11 September. 
When he was seen on 16 April 1954, the wound had remained healed. 


Case 2. A 63-yearsold man was admitted to the medical service of 
the hospitalon 23 June 1953 for the treatment of pericarditis. The roent- 
genogram of the chest was essentially negative. Repeated examinations 
of the sputum were negative for acidefast bacilli. 


On 31 August the patient was seen by the surgical consultant because 
of a sinus in the right infraclavicular area which had been present for 
about two months. It was thought that this was due to a tuberculous 
lymphadenitis. The diseased supraclavicular lymph nodes and the sinus 
were excised on 4 September and the wound was left open, being packed 
with nylon gauze. The pathologist’s report was: fibrocaseous tubercu- 
losis of the lymph nodes and soft tissues with formation of a sinus 
tract. The patient was given penicillin, streptomycin, and sodium paras 
aminosalicylate. In addition, 15,000 units of the depolymerases of 
streptodornase in 5 ml. of lubafax were applied to the wound once a day 

*The depolymerases of streptodornase were supplied by the Lederle Laboratories 
Division, American Cyanamid Company, Pearl River, N. Y. 
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from 5 through 14 September; it became clean and secondary closure 
was done on 15 September. Nine days later the wound was healed, and 
the patient was transferred to the medical service for further treatment. 
When he was seen on 16 April 1954, the wounds had remained healed. 


Case 3. A 43-yearsold man was admitted to the medical service of the 
hospital on 3 July 1953 with a fixed mass in the left lower quadrant 
of the abdomen. The patient was seen in surgical consultation on 9 July 
and appropriate laboratory studies for a diagnosis were recommended. 
The mass gradually became soft. A diagnosis of a left psoas abscess 
was finally made. The abscess was incised on 21 July with evacuation 
of about 500 ml. of pus; two No. 16 French rubber catheters were placed 
in the wound which was then packed with nylon gauze. Culture of the 
pus yielded a species of micrococcus. The depolymerases of strepto- 
dornase, 100,000 units in 10 ml. of saline solution, were injected 
through one of the catheters into the wound twice daily from 21 through 
28 July. The catheters were clamped for four hours to permit digestion. 
Airevent suction of about —8 cm. of water was applied to the wound until 
the time for the next injection. On 27 July the cavity held about nine 
milliliters. The catheters were removed on 29 July. Due to a moderate 
increase in the amount of the purulent drainage, treatment with 100,000 
units of the depolymerases of streptodornase in 5 ml. of physiologic 
saline solution was given from 1 through 11 August. Progressive healing 
was noted. The depolymerases of streptodornase, 15,000 units in 5 ml. 
of lubafax, were applied to the wound twice daily from 12 through 21 
August. The wound was healed and the patient was discharged on 25 
August. 


Case 4. A 29-year-old man was admitted to the surgical service of the 
hospital on 27 July 1953 with a history of pain in the right lower quad- 
rant of the abdomen, and chills and fever of about five days’ duration. 
An appendectomy had been done when the patient was four years of age. 
At the age of 28, an incision and provision for drainage of a retrocecal 
abscess had been made. At this admission a firm mass associated with 
a considerable degree of cellulitis was present in the right lower quad- 
rant of the abdomen. A gradual resolution took place in the ensuing peri- 
od, and on 5 August an incision was done and about 300 ml. of pus were 
evacuated. Two No. 18 French rubber catheters were placed in the 
depths of the wound which was packed with nylon. The culture of the 
pus showed Escherichia coli. The depolymerases of streptodornase, 
100,000 units in 5 ml. of physiologic saline solution, were inserted 
through one of the catheters twice a day from 6 through 17 August. The 
catheters were clamped for four hours to permit digestion, and airevent 
suction of about —8 cm. of water was applied to the wound until the 
time for the next injection. The cavity held about 20 ml. on 8 August 
and about 10 ml. on 13 August. The catheters were removed on 12 
August. The depolymerases of streptodornase, 10,000 units in 3 ml. of 
lubafax, were applied to the wound twice daily from 18 through 24 
August, on which day the wound was found to be healed. The patient 
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was discharged from the hospital three days later and instructed to 
return for further treatment and possible operation in about three months. 
He was admitted to the hospital on 30 November and examination 
showed essentially normal findings. The patient refused operation and 
was discharged from the hospital on 16 December 1953. 


Case 5. A 28-year-old man was admitted to the hospital on 26 August 
1953 with an infection, of about six weeks’ duration, in a recurrent 
pilonidal cyst. Nine operations had been done elsewhere at different 
times to eliminate the infection. The last operation had been done at 
the hospital on 12 January 1949. An infected pilonidal sinus about 2 cm. 
long, from which pus was draining, was present. On 28 August the sinus 
was incised and drainage provided by a nylon pack. Crystalline procaine 
penicillin G was administered from 28 August through 5 September, but 
the wound did not become clean. About 15,000 units of the depolyner- 
ases of streptodornase in about 5 ml. of lubafax were then applied to 
the wound twice daily from 10 through 16 September. When the patient 
was discharged from the hospital two days later, the wound was healed. 


Case 6. A 3G-year-old man was admitted to the medical service of the 
hospital on 11 September 1953 with a history of chills and fever of about 
10 days’ duration. About six days prior to admission, he noted pain in 
the right chest and axilla which was aggravated by breathing, coughing, 
and movement. Previous treatment had consisted of the administration 
of penicillin and one of the sulfonamides. The patient had served in the 
South Pacific theater of operations during World War II and had had 
amebiasis, dengue fever, and malaria. 


There was a moderate degree of tenderness and dullness to percus- 
sion over the right posterior hemithorax. Crackling rales on inspiration 
were heard in the same area. A slight degree of tenderness was present 
in the epigastrium and the right upper quadrant of the abdomen. The pa- 
tient continued to have chills and fever with the temperature rising as 
high as 106° F. Penicillin and chloromycetin (brand of chloramphenicol) 
were administered with little effect. The white blood cell count rose to 
30,200 per cu. mm., of which 83 percent were polymorphonuclear neutro- 
philic leukocytes and 17 percent were lymphocytes. Repeated blood cul- 
tures were sterile. The various agglutination tests were negative. Re- 
peated examinations of the stool for ova and parasites were negative. 


On 12 October a roentgenogram of the chest revealed an elevation of 
the right side of the diaphragm and, on fluoroscopy, movement of the 
right side of the diaphragm was not seen. The patient was seen in surgi- 
cal consultation, and it was thought that a right subdiaphragmatic ab- 
scess or an abscess in the liver was present. Aspiration of the sub- 
diaphragmatic space, however, did not yield pus. The clinical picture, 
however, strongly indicated that pus was under the diaphragm. 


On 13 Cctober a right subcostal incision was made and the liver 
palpated. Many dense adhesions circumscribed a firm mass about 10 
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cm. in diameter high on the lateral surface of the right lobe of the liver. 
Aspiration of the site through the sixth intercostal space in the mids 
axillary line over the adherent area produced pus. A segment of the 
seventh rib about 4 cm. long in the midaxillary line was removed, and 
about 200 ml. of thick yellow-brown pus was removed from the abscess. 
Two No. 18 French rubber catheters were inserted into the cavity. After 
a change of rubber gloves, superficial drapes, and instruments, the sub- 
costal wound was closed. 











The pus was sterile aerobically and anaerobically. Penicillin and 
aureomycin were administered postoperatively. The depolymerases of 
streptodormase, 100,000 units in about 10 ml. of saline solution, were 
put into the abscess cavity twice a day from 14 through 28 October. The 
catheters were clamped for four hours to permit digestion and then the 
pus, which had become much thinner, was permitted to drain into a 
bottle. From 16 through 28 October, air-vent suction using a Stedman 
pump was applied to the abscess cavity during the periods the catheters 
were not clamped. Two hundred milliliters of much thinner purulent 
drainage were collected from 14 to 17 October, while from 17 to 21 
October another 200 ml. were collected. The drainage gradually de- 
creased and the abscess became smaller. A culture of the pus on 24 
October showed Pseudomonas aeruginosa and Streptococcus pyogenes. 
The catheters were gradually shortened and then removed on 5 Noveme 
ber. The wound was healed on 16 November. Three days later the 
patient was discharged from the hospital, and on 18 February 1954 he 
was asymptomatic and showed a 23-pound gain in weight. The lungs 
were clear, the wound healed, and the liver not palpable. 




















Case 7. A 29-year-old man was admitted to the hospital on 15 Septem- 
ber 1953 for the treatment of bilateral cervical tuberculous lymphad- 
enitis of about nine years’ duration. A course of streptomycin given 
previously had not produced a good therapeutic result. The patient was 
given streptomycin, sodium para-aminosalicylate, nydrazid (brand of iso- 
niazid), and penicillin, the last for treatment of a coexistent syphilis. 
On 2 October the infected lymph nodes on the right side of the neck 
were excised, and about 5 ml. of free pus were encountered. Two No. 
18 French rubber catheters were placed into the wound. The pathol- 
ogist’s report of the excised tissues was of fibrocaseous tuberculosis. 
The depolymerases of streptodornase, 50,000 units in 5 ml. of physio- 
logic saline solution, were injected into the wound twice a day from 3 
through 12 October. The catheters were clamped for four hours to permit 
digestion and then airevent suction of about —8 cm. of water by means 
of a Stedman pump was applied until the time of the next injection. The 
catheters were removed on 12 October, and on 15 October the wound 
was healed. Four days later the infected lymph nodes in the left side 
of the neck were excised and a similar course of treatment pursued. 
The catheters were removed on 27 October, and three days later the 
wound was healed. Several small lymph nodes in the posterior cervical 
region were removed on 3 November. The wound was closed and drain- 
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age provided by a Penrose drain, which was removed the following day. 
The wound was healed on 12 November, and the patient was discharged 
from the hospital five days later. 


Case & A 41-year-old man was admitted to the hospital on 29 Septem- 
ber 1953 with first, second, and third degree burns of about 20 percent 
of the right side of the body, incurred on 26 September. The patient 
had been treated at another hospital and then had been transferred for 
further treatment. The patient was given aureomycin, streptomycin, and 
penicillin. The dressings were removed on 1 October and a moderate de- 
gree of infection of the burns was found. Four No. 18 French rubber 
catheters were placed down to the burns and a voluminous gauze dress- 
ing was applied. The depolymerases of streptodornase, 100,000 units, 
were dissolved in 1,000 ml. of physiologic saline solution and allowed 
to drip through the catheters twice daily from 1 through 15 October, 
when the dressings were changed and the burns found to be clean e- 
nough to receive split-skin grafts. On 22 October about a 90 percent 
take of the skin grafts was found and more skin grafts were applied. 
Healing was found to be satisfactory eight days later; the burned area 
was then almost entirely covered by additional skin grafts. On 5 Novem- 
ber two small areas were found to need additional grafting but, due to a 
slight degree of infection, the procedure was postponed and treatment by 
tub baths was given. On 19 November the wound looked good and the 
additional areas were grafted, but only about a 20-percent take resulted. 
The patient was given physiotherapy. The remaining ulcers healed slow- 
ly and additional skin grafts to the small areas were done on 2 and 
18 February 1954. The wounds were healed when the patient was dis- 
charged from the hospital on 12 March 1954. 


COMMENT 


The use of depolymerases of streptodornase in the treatment of 
infected wounds has produced faster healing than has occurred 
in similar wounds not treated with the enzymes. The digestion 
of desoxyribonucleoprotein and desoxyribonucleic acid has not 
produced substances which are toxic or detrimental to the heal- 
ing of wounds. The 20 patients treated had infections due to a 
wide variety of bacteria. The experience gained in this study by 
using the depolymerases of streptodornase alone substantiates 
earlier work in which varidase, a combination of streptokinase 
and streptodornase, was used clinically. Infected wounds usually 
contain fibrin and it is advantageous to have the streptokinase 
present with the streptodornase. 


SUMMARY 


The depolymerases of streptodornase, by their enzymatic prop- 
erties, effect the digestion of desoxyribonucleoprotein and 
desoxyribonucleic acid, when the compound can be brought into 
direct contact with pus for a sufficiently long period. The diges- 
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tion of pus by the depolymerases of streptodornase and the re- 
moval of the pus facilitates the formation of healthy granulation 


tissue and the earlier healing of infected wounds. 
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THE HIPPOCRATIC PHYSICIAN 


One of the outstanding characteristics of Greek medicine (at the time 
of Hippocrates) was its freedom from superstition, magic, and witch- 
craft. Inevitably some of the Greek views on physiology and pathology 
appear fantastic to our enlightened eyes. Their fantasy does not de- 
rive, however, from any injection of the superstitious element, but 
simply because the wide-ranging intelligence, rising superior to all 
ideas of experimentation or proof, launched itself into the working 
fields of imaginative speculation on wings that were scarcely suited 
to these flights. Some of their guesses—perhaps a kinder word than 
speculations—came near to the atomic theory and the bacterial causes 
of disease. All in all, then, it was relatively easy for the Greek phy- 
sicianto be a sane and honest practitioner of his art, serving his pa- 
tients to the best of his ability, and relying largely on his simple 
therapy and the beneficent operation of the vis medicatrix naturae. 


—SIR JOHN CHARLES, M. D. 
in Lancet, 
p- 455, Feb. 27, 1954 





AN OUTBREAK OF ACUTE EPIDIDYMITIS 
ASSOCIATED WITH PNEUMONITIS 


EDWARD GARTMAN, Lieutenant Colonel, MC, USAR 


ETWEEN 26 February 1951 and 10 March 1951, 41 men, 

ground crew personnel from an Air Force squadron sta- 

tioned at a small base in Northern Kyushu, Japan, were 
admitted to this hospital with acute epididymitis. An additional 
10 or 12 men with this condition were hospitalized elsewhere 
because of lack of bed space in the urologic section of this 
hospital, 


All 41 patients presented a relatively consistent picture. They 
were between 19 and 29 years of age. The disease was ushered 
in with generalized malaise and a sense of chilliness, followed 


shortly by the appearance of a painful swelling of one epididymis, 
never both. In 12 patients the onset was either immediately pre- 
ceded or accompanied by a dry, hacking, nonproductive cough 
and pain in the chest. None of the patients had any urinary symp- 
toms. 


The men were acutely ill; 37 had fevers ranging from 101° to 
103° F. Seven had physical and radiologic evidence of a basal 
pneumonitis, three others had scattered rales throughout both 
lung fields, while the chests of the remaining 31 were clear, 
All had the typical findings of an acute epididymitis, uncom- 
plicated by either an acute hydrocele or orchitis. Only the globus 
major was involved in 40 patients. They were more ill than pa- 
tients with ordinary nonspecific epididymitis, but had none of 
the prostration and raging, septic fever of adults with the orchitis 
of mumps. Aside from a varying though generally mild leuko- 
cytosis, all laboratory findings were within normal limits, and 
there was no pyuria. 


These patients were treated symptomatically with analgesics, 
elevation of the scrotum, applications of ice, and absolute bed 
rest. No antibiotics were used. Both the epididymitis and pneu- 
monitis subsided spontaneously in an average of 10 days; no 
delay in the resolution of the epididymitis accompanied by pneu- 
monitis was noted, Patients with ordinary epididymitis treated 
on an identical regimen usually require an average of five days 


From the 14lst General Hospital, Kyushu, Japan. Col. Gartman is now assigned 
to U.S. Army Hospital, Fort Sill, Okla. 
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of bed rest. [ have not observed a similar outbreak since. In the 
past four years, however, I have treated 14 patients with acute 
epididymitis who presented a similar clinical picture, all of whom 
had a complicating pneumonitis; nine were observed in Japan 
and five in the United States. These 14 patients were treated 
with one of the wide-spectrum antibiotics in addition to bed rest, 
resolution occurring in an average of 10 days. 









Although neither the mode of ingress nor the causative agent 
has been determined, the clinical course of the disease suggests 
a systemic infection of viral origin. 


SUMMARY 


An outbreak of acute unilateral epididymitis, frequently com- 
plicated by pneumonitis, was observed in Japan among U. S. 
Air Force personnel, and 14 additional sporadic cases were 
reported. The cause, although unknown, is believed to be of 
viral origin. Resolution of the epididymitis with or without treat- 
ment by antibiotics required an average of 10 days compared 
with five days for the average patient with other types of epi- 
didymitis. 



















CONSTIPATION IN CHILDREN 







There are numerous causes for constipation among children. The 
most common is faulty habit which frequently begins during the “run- 
around” age, that is, during the period when the child begins to walk 
and explore his surroundings. There are so many wonderful things for 
the two- and three-year-old child to investigate that he rebels at taking 
time out for eliminations. At this age children are in a negative mood, 
and it is simple for anxious parents to aggravate the situation by order- 
ing, even coercing the child to move his bowels. Thus the parents make 
an issue regarding what should be a perfectly normal function. This 
parental zeal often stems from the popular misconception that robust 
health is utterly impossible without daily, adequately sized movements. 
Early, harsh attempts at toilet training is another way of establishing 
a negative attitude in the child regarding bowel movements. 
—ORVAR SWENSON, M. D. 
in American Journal of Surgery, p. 497, Nov. 1953 




















THE COMMON PROBLEM OF VENEREAL 
WARTS 


JAMES F. GLENN, Captain, USAF (MC) 


ENEREAL warts, or condylomata acuminata, are seen 

V with relative frequency in the military because they often 

occur in young men. This report is an outline of the simple, 
effective, and accepted forms of treatment of this condition. 


Patients with venereal warts usually complain of a growth 
in the genital region. Occasionally there may be slight discomfort 
due to cracking, bleeding, itching, or, more often, a foul dis- 
charge resulting from a secretion of the warts. It has been said 
that a concomitant history of gonorrhea may be obtained,’ and it 
is not unlikely that chronic vaginal discharge may exist in the 
spouse.” The latter is usually caused by Trichomonas vaginalis.’ 


CLINICAL FEATURES 


Condylomata acuminata or verrucae acuminata occur as moist 
growths, cauliflowerlike in appearance, and variable in size, 
The warts are vegetative, filiform to papilliform, sometimes 
pedunculated and sometimes sessile. They are most often red- 
dish or brown in color, and may be covered by a brownish crust 
resulting from the dried discharge. The usual locations are the 
moist areas of the genital region, but the warts may occur in 
dry areas as flat, scaling lesions. Growth of the warts may be 
rapid. Especially rapid increase in size has been noticed in 
pregnant women, though spontaneous regression usually occurs 
after parturition.’ 


In addition to the common occurrence of condylomata acuminata 
in the genital area, there are scattered reports of occurrences 
on the eyelid and the larynx. In men the warts are most often 
on the penis, especially at the frenulum and the retroglandular 
sulcus.‘ Phimosis tends to increase the severity and rapidity 
of growth.* They are also found on the prepuce, the glans penis, 
at the urethral orifice, and around the anus. In women the most 
common locations are the labia, at the introitus vaginae, the 
fourchette, and perianal region. 


The cause of condylomata acuminata is still not fully under- 
stood, but it is believed that a filtrable virus is responsible.’ 


From U. S. Air Force Dispensary, Stallings Air Force Base, N. C. 
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The lesions are contagious and autoinoculable, tending to spread 
and recur until completely irradicated. Some authorities believe 
that verrucae of this sort are pathognomonic of gonorrheal infec- 
tion,’ but this has not been the experience of this author or of 
others.‘ There does, however, seem to be a direct relationship 
to irritating vaginal discharges, particularly trichomonas vagi- 
nitis, in women, causing the warts in both men and women. In 
all instances this possible association should be ruled out or 
treated appropriately. The elimination of trichomonads, often 
lengthy and tedious, is beyond the scope of this report. The 
importance of personal hygiene measures is stressed, 


TREATMENT WITH PODOPHYLLUM RESIN 


Numerous forms of therapy have been recommended for venereal 
warts, as for other types of verrucae. Older methods include the 
use of salicylic acid, mercurous chloride, trichloroacetic acid, 
and potassium permanganate. Roentgen treatment, electrocauter- 
ization, and surgery have also been employed. Since the original 
report by Kaplan® in 1942 on the efficacy of podophyllum resin, 
however, variations of this method have become recognized as 
the therapy of choice.’’* 


Podophyllum is the resinous product of the May apple, or man- 
drake root, which also contains the constituent podophyllotoxin. 
It was long used as a cholagogue and cathartic.® Podophyllum 
resin in either light petrolatum or mineral oil was first used, 
and the dramatic results of a single application to venereal warts 
caused interest among other investigators, varying the media. 
Podophyllum resin has since been used in mixture with ethyl 
alcohol, flexible collodion, tincture of benzoin, and other agents. 
Currently, the commonly used forms are 25 percent podophyllum 
resin in oil, and 20 percent podophyllum resin in 95 percent ethyl 
alcohol. Recent work by Sullivan and Hearin’® indicates that the 
active principle of the mixtures is a peltatin, a crystalline pro- 
duct of the resin. They have found a mixture of 1 percent pel- 
tatin in tincture of benzoin as efficacious as the podophyllum 
resin mixtures, and the peltatins have the added advantage of 
producing less irritation. Further, peltatins may be dissolved 
in caustic bases (which cause loss of potential of ordinary podo- 
phyllum resin), aiding in the treatment of cornified warts. The 
peltatins are very promising. 


The mode of action of podophyllum resin was first thought to 
be based upon spasm of blood vessels, causing necrosis.‘ It 
is now established that podophyllum products selectively alter 
cellular metabolism in the warts, causing cell death. Histolog- 
ically, typical dead cells show distorted mitotic figures and 
are termed “podophyllum cells.” These are similar to “colchicine 
figures,” suggesting that colchicine might prove effective. In- 
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deed, colchicine solutions have been used with excellent results, 
but are not recommended because of the severe toxicity of the 
drug. 


Podophyllum and the related compounds have been used in 
the treatment of numerous other conditions including verruca 
vulgaris, verruca plantaris, neurodermatitis, and carcinomas of 
the skin and bladder.** Nowhere have the results been as uni- 
formly good as in the treatment of venereal warts. 


METHODS AND RESULTS 


I have carried out podophyllum resin treatment of 20 consecu- 
tive patients with venereal warts, using either petrolatum or 
alcohol as the vehicle. In all instances regression occurred, and 
in nine patients only one application was necessary for complete 
cure. The greatest number of applications made was seven in one 
white male patient who over a six-month period had repeated 
growth of condylomata acuminata on the frenulum of the penis. 
His wife was suspected of having severe trichomonas vaginitis, 
but did not appear for treatment. In general there was no differ- 
ence in the course or result of those treated with the oil mixture 
as compared with those treated with the alcohol mixture, although 
there was less skin irritation in those treated with podophyllum 
resin in alcohol. 


The series consisted of two women and 18 men, all white with 
the exception of one Negro, The lesions varied in size, location, 
and duration, but in the men were predominantly on the frenulum 
and at the retroglandular sulcus. All patients responded well 
with minimal discomfort during treatment except two patients 
with large clusters of perianal warts. The latter two had lesions 
moderately resistant to therapy, and they suffered some dis- 
confort in the initial treatment period. 


A simple and consistent regimen was followed with all pa- 
tients. After a cleansing of the affected areas, the podophyllum 
resin mixture was applied liberally with a cotton applicator. 
Excess medication was removed with dry cotton, and patients 
were instructed to take sitz baths eight hours later to remove 
the remaining solution. On the following day, blanching of the 
warts was noted in all instances; necrosis ensued on the second 
and third days. Sloughing proceeded from the third to fifth days 
and, if necessary, additional application was made on the fifth 
to seventh day. In none of the patients did ulceration, infection, 
or scarring result. The author noted no ill effects of the podo- 
phyllum resin treatment, though epithelial hyperplasia has been 
reported,*? 


The prognosis following therapy with podophyllum resin is 
excellent and, if initial treatment is thorough, there is no reason 
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to believe that the warts will recur. It has been stated that the 
warts must be completely removed lest there be further growth. 
Of the 20 patients treated, there were recurrences in only three, 
One was found in a man whose wife was suspected of trichomonas 
vaginitis; another, also in a man, was a possible regrowth; recur- 
rence in the third patient was of undetermined cause, All of the 
verrucae treated did respond, though those in the perianal region 
did so more slowly. 


SUMMARY 


Condylomata acuminata, relatively common in military practice, 
are discussed with respect to etiology, incidence, diagnosis, 
treatment, and prognosis. Podophyllum resin therapy is briefly 
presented, with an accepted regimen of treatment. The dramatic 
results of such treatment in 20 patients coincides with the ex- 
perience of others. 
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When you no longer know what headache, earache, or stom- 
achache means without cistern punctures, electrocardiograms 
and six x-ray plates, you are slipping. —Martin T. Fischer 








FOREIGN BODIES IN 







the 
we THE GASTROINTESTINAL TRACT 
ROBERT T. GANTS, Colonel, MC, USA 
JACK B. JAY, Major, USAF (MC) 
ce 
ria HE MEDICAL literature contains innumerable records of 
fly persons who have swallowed objects of various sizes and 
tic shapes by accident or intent. 
BX Accidental swallowing of a foreign body is by far the more 





common, and occurs predominately in infants and children, It 
also happens in adults when they are startled or when seized 
by a coughing spell while a foreign body is in the mouth, Case 3 
illustrates this point. Deliberate swallowing of an object or 
swallowing on a dare has been reported most commonly among 
psychotic patients’ and malingerers. Hysterical anesthesia in 
some patients may permit ingestion of large or even sharp 
objects. 


About 25 percent of all swallowed foreign bodies lodge some- 
where in the esophagus.” This is a problem for the endoscopist 

















390, and will not concern the surgeon unless complications, as illus- 

| trated in cases 2 and 3, occur. Almost all foreign bodies which 

“ lodge below the esophagus will do so in the stomach or duo- 

Sa denum. If the object has passed the duodenum, complete passage, 
in most instances, may be expected.* A few cases of entrapped 

ata foreign bodies in the appendix, ileocecal valve, or in a Meckle’s 

bi diverticulum have been reported. 

‘ SYMP TOMS 





Most of these patients have few, if any, gastrointestinal symp- 
toms. This is especially true in psychotic patients in whom un- 
explained clinical or roentgenographic findings may be the first 
evidence of a foreign body.’ Ordinarily there is a long latent 
period between the time of ingestion and the onset of clinical 
signs of a complication. 






Perforation rarely occurs, but when it does it takes place very 
slowly and is walled off by inflammatory changes. Low-grade 
fever, mild abdominal pain, and localized tenderness are usually 
all that can be elicited. Minor bleeding and vomiting may also 
occur. Because of the lack of symptoms, ingested foreign bodies 
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are usually suspected on the basis of the history and confirmed 
by roentgenographic examination, because, fortunately, almost 
all foreign bodies are radiopaque. Roentgenologic examinations 
are also useful in following the progress of the foreign body 
through the gastrointestinal tract. Unfortunately, however, they 
are not too reliable for pinpointing the exact location of the 
object. 


TRE ATMENT 


Practically any foreign body which reaches the stomach will 
be passed spontaneously and the stools should be thoroughly 
examined each day until the object is found. The patient should 
remain on his normal diet and no laxatives should be adminis- 
tered, because increased peristalsis, caused by laxatives and 
bulky foods, increases the danger of perforation of the gastro- 
intestinal tract in the presence of a foreign body. Strenuous 
physical activity should not be permitted when the ingestion of 
sharp foreign bodies is suspected. 


INDICATIONS FOR OPERATION 


Indications for surgical intervention are: (1) roentgenologic 
evidence of retention of a foreign body in one position over a 
period of several days, especially in the case of such sharp 
objects as open safety pins, needles, nails, glass, et cetera; (2) 


foreign bodies of such size and shape that passage is impos- 
sible; and (3) clinical evidence of perforation or obstruction. 
Smooth objects may take from several days to several weeks 
to pass through the gastrointestinal tract and they cause no 
significant damage. The treatment in each case must be judged 
individually, because no set rule applies to all. 


CASE REPORTS 


Case 1. A 20-year-old man was first hospitalized in December 1953 
for bizarre behavior, and a diagnosis of paranoid schizophrenia was 
made. The patient was preoccupied with sexual problems and on 
several occasions attempted to insert various articles into the rectum. 
Subsequently he received electroconvulsive therapy. On 27 March 1954 
the patient told the nurse he had swallowed an eight-inch lead pencil 
three weeks previously but he was asymptomatic. On 3 May he began 
to vomit and complained of generalized abdominal discomfort and had 
a low-grade fever and leukocytosis. He had been having loose stools 
for three days but they contained no blood. There were no localizing 
abdominal signs or other evidence of peritonitis. An abdominal roent- 
genogram was intetpreted as showing no abnormalities. Fluids, admin- 
istered intravenously, and penicillin were started, and the symptoms 
subsided. The patient was allowed to be out of bed, and following an 
unauthorized game of basketball, the symptoms recurred. More roent- 
genograms of the abdomen were made. The first roentgenogram showed 
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the outline of the lead pencil lying horizontally in the stomach. The 
second roentgenogram showed the object lying vertically in the second 
part of the duodenum (fig. 1). A laparotomy was performed on 12 May, 
and through a small duodenotomy a lead pencil, five and three-fourth 
inches long, was easily removed. The point was directed upward and 
had perforated into the under surface of the liver near the gallbladder. 


Figure 1 (case 1). Roentgenogram of abdomen showing wooden 
lead pencil lodged in second portion of duodenum. 


Surrounding the hepatoduodenal ligament a marked inflammatory reaction 
had effectively sealed off the perforation in the duodenum from the 
general peritoneal cavity. The patient’s postoperative course was 
uneventful. 


Case 2. A 42-year-old woman was admitted to the hospital for elec- 
troconvulsive therapy because of depression and suicidal thoughts. 
A history of bizarre suicidal attempts, such as stuffing toilet paper 
into her throat, was obtained. She had a low-grade temperature ele- 
vation. A roentgenogram of her chest on 5 June 1952 showed no ab- 
normalities. The patient was given one electroshock treatment. On 
2 July, a repeat roentgenographic examination of the chest revealed 
a left pleural effusion. Because of this, electroshock therapy was 
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discontinued and insulin therapy substituted. There was a progressive 
clearing of the chest, and on 11 February 1953 a metallic foreign body 
resembling a sewing needle was seen near the left pericardiophrenic 
angle. The patient repeatedly denied swallowing the needle. A left 
thoracotomy, with removal of a sewing needle from the base of the 
pericardium opposite the apex of the heart, was done on 26 February 
1953. Only a few fine adhesions were observed between the base of 
the lung and the dome of the diaphragm. The postoperative course 
was uneventful. 


4 


4 


Figure 2 (case 3). Posteroanterior view showing thermometer 
in stomach, 


Case 3. A 42-year-old man was struck by an automobile on 25 De- 
cember 1951. He sustained a fracture of the left parietal bone and a 
simple fracture of the right tibia and fibula. On 4 January 1952 a right 
subdural hematoma was successfully evacuated. On 13 January the 
patient stated that he had.accidentally swallowed a clinical thermom- 
eter during a coughing spell (fig. 2). Open reduction and internal fix- 
ation of the fractured tibia, plus gastroscopic examination, were carried 
out under general anesthesia on 5 February. During the prolonged at- 
tempt to remove the thermometer through the gastroscope the patient 
became cyanotic and had a marked fall in blood pressure. Immediate 
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physical and roentgenographic examination of the chest revealed a 
complete left pneumothorax, indicating a perforation of the esophagus. 
A closed left thoracotomy drainage was immediately instituted to drain 
the expected empyema which subsequently developed. A Levine tube 
was placed in the stomach for decompression. Under this management 
the fistula soon closed and on 20 February gastrotomy, with removal 
of the thermometer, was accomplished. The thermometer had been in 
the stomach five weeks and had shown no evidence of moving. The 
patient’s postoperative course was uneventful. 


SUMMARY 


The symptoms of swallowed foreign bodies are usually minimal 
and there is a long latent period between the incident of swallow- 
ing and the onset of clinical signs of complication. A good his- 
tory and a high index of suspicion are the most important facets 
leading to a correct diagnosis. A patient’s statements concerning 
swallowed objects should not be regarded lightly. Examination 
of roentgenograms by the physician immediately responsible 
for the patient’s care is most important. Unexplained fever, pain, 
or roentgenographic findings should be carefully investigated. 
tepeated studies and examinations are often necessary to iden- 
tify the presence of a foreign body. Only a few patients need be 
subjected to surgical removal of the foreign body, because most 
objects which have reached the stomach will pass on through 
the gastrointestinal tract. Surgical intervention should not be 
instituted on the basis of the history alone, but rather on the 
evidence of peritonitis, obstruction, or lack of progression of 
the foreign body through the gastrointestinal tract. In patients 
needing operative removal, the procedure is usually accomplished 
easily. 
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When a man lacks mental balance in pneumonia he is said 
to be delirious. When he lacks mental balance without the 
pneumonia, he is pronounced insane by all smart doctors. 
—Martin T. Fischer 






TRILENE ANALGESIA 


Its Value in a Urologic Outpatient Clinic 


EDWARD J. O’SHAUGHNESSY, Captain, MC, USA 
JACK O. HAYWOOD, Sergeant, USA 


of a urologic outpatient clinic. The ability to perform “on 

the spot” definitive diagnostic procedures enhances the 
efficiency of any urologic service. Economy of man-hours and 
hospital days cannot be accomplished without the fullest ex- 
ploitation of outpatient diagnostic procedures. The procedures 
fail most frequently because of poor patient co-operation. 


7 cae a endoscopy normally should be a function 


The ability of the patient to co-operate depends on his antici- 
pated and actual comfort. The average patient in the military 
age group regards transurethral procedures with a great deal of 
apprehension. This, coupled with the actual discomfort of the 
procedure, destroys the patient’s ability to co-operate with the 
examiner. Numerous topical anesthetics have been devised which 
markedly reduce the physical discomfort but do not allay the 
mental anguish of the patient. Therefore, many patients must 
be admitted to the hospital for the administration of preliminary 
hypnotics or general anesthetics, 


In 1954, we were faced with the necessity of performing numer- 
ous cystoscopic examinations on an outpatient basis and an 
agent which would reduce the patients’ discomfort and allay 
their apprehension was sought. Trilene (brand of trichloroethyl- 
ene)’ inhalation was chosen and subsequently used in 211 out- 
patient transurethral procedures, 

PHARMACOLOGY 

Trilene is a volatile liquid which, in the concentrations used 
clinically, is not inflammable when mixed with air at ordinary 
room temperature. Its inhalation results in rapid analgesia. Loss 
of consciousness may supervene but is quickly regained when 
inhalation of the gas is discontinued. There is no residual mental 
depression and reflexes and mental clarity return in a matter 
of minutes. 


METHOD OF ADMINISTRATION 


Trilene is self administered using the “Duke” University in- 
haler (fig. 1). Fifteen milliliters of trilene is placed in the han- 


From U. S. Army Hospital, Camp Kilmer, N. J. 
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dle of the inhaler for the initial cystoscopic examination. We 
found that when several patients were to be examined, the best 
results were obtained by an additional 3 or 4 ml. before each 
procedure. 


— 
Feil 


Figure 1. The Duke inhaler in use. 


The patient is instructed in the operation of the inhaler. We 
believe that the few minutes expended in the explanation of the 
procedure and the effects to be expected are important in gain- 
ing the confidence of the patient. The regulator is placed at 
“minimum” and the patient with the reassurance of the assistant 
is allowed a few shallow inspirations to accustom himself to 
the odor. The regulator is then moved to “maximum” and the 
patient is told to hold the mask tightly to his face and to breathe 
deeply and regularly. Usually by the time the assistant has 
draped the patient and prepared the instruments, the patient 
has reached the proper stage of analgesia. Should the patient 
lose consciousness, the mask will fall from his face, automat- 
ically discontinuing the drug. If this should happen during a 
procedure, it is wise to wait until the patient can voluntarily 
resume inhalations. 
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RESULTS 


In 1954, trilene was used in the urologic outpatient clinic of 
this hospital in making 200 cystoscopic and six retrograde pye- 
lographic examinations and five urethral dilatations. The results 
(from the viewpoint of the patient and the urologist) were con- 
sidered good in 182 patients (86 percent), fair in 18 (8 percent), 
and poor in 11 (6 percent). Results were considered good when 
the patient was completely relaxed and offered no complaints 
during the procedure and recalled no discomfort after the trilene 
was discontinued, The results were termed fair when the patient 
was not entirely relaxed or complained moderately during the 
procedure but the procedure was successfully completed. The 
poor results indicated those procedures which were terminated 
because of discomfort to the patient. The use of trilene allowed 
the completion of 94 percent of the procedures attempted to the 
satisfaction of both the patient and the urologist. Furthermore, 
the patient requires no preliminary fasting or medication and 
can return to duty directly from the clinic. 


Because patients were expected to return to duty after the 
termination of the procedure, side effects were carefully noted, 
These were: agitation in 8 patients; screaming, 8; hallucina- 
tions, 24; nausea, 23; vomiting, 2; weeping, 1; hilarity, 4; and 
severe tremor in 1 patient. The various side effects such as 
screaming, weeping, hilarity, et cetera, were not recalled by 
the patient after the analgesic was discontinued. The average 
time required by the patient to regain full control of his faculties 
was 3.5 minutes, 







SUMMARY 


Trichloroethylene inhalation was used for transurethral pro- 
cedures on an outpatient basis in 211 cases, Its use was con- 
sidered satisfactory in 94 percent. The absence of serious side 
effects and the rapid return of the patient to normal makes this 
the analgesia of choice in outpatient urologic procedures. 
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You belong to companies, boards, fellowships, associ- 
ations, fraternities, brotherhoods, lodges, unions and com- 
mittees, but where are your friends? —Martin T. Fischer 
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ORAL LESIONS CAUSED BY ANTIENZYME 
DENTIFRICES 


WILLIAM B. SIMMS, Lieutenant Colonel, DC, USA 


INCE the addition of antienzymes to the various commercial 
dentifrices physicians and dentists are encountering a new 
oral lesion. This entity has taken many bizarre and com- 

plicated forms, and its correct diagnosis necessitates inquiry 

as to the patient’s use of antienzyme dentifrices. The symptoms 
have been alarming to most patients; a few developed neurotic 
fears, such as cancerphobia, before the correct diagnosis was 
established. 


SYMPTOMS 


In most cases the primary symptoms associated with this con- 
dition were an irritated, painful mouth and a tingling or very sen- 
sitive tongue. Most patients were referred for consultation and 
diagnosis because the lesions were similar to the oral manifes- 
tations of systemic or local disease. 


The tongue was most often involved and the sites most affected 
were the filiform papillae along the sulcus medianus linguae, the 
foliate papillae, and, occasionally, the dorsum. On rare occasions 
the floor of the mouth was involved. The patient usually describes 
his symptoms to the doctor in one of the following ways: 


“I have a stinging, sore tongue, with little white spots.” 


“My tongue is so sore I can hardly touch it with my teeth; | 
have noticed that it has no coating and is beefy red.” 


“My tongue tingles and has a numb sensation. Foods do not 
taste as good as usual, and spicy foods irritate my tongue very 
much.” 


“A white membrane is peeling from my mouth.” 


Many patients have a painful, raw, beefy red tongue and an 
oral mucosa varying in appearance from a moderate redness to a 
severe leukoplakia, The lesions may resemble herpetic stomatitis 
of the lip and buccal mucosa, herpes simplex, or any other varia- 
tion thereof. They may present a carcinomatous appearance, ex- 
cept for the fact that usually they are papular and vesicular rather 
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than indurated, multiple rather than single, and on digital exam- 
ination are accompanied by severe pain. The diagnosis may be 














































difficult because in some instances the distribution of the lesions ” 
may be local rather than general,:and they may be of several 
months’ duration. der 
The next most frequent symptom associated with this condition _ 
is a denudation of the buccal mucosa. A pale or whitish film is 
exfoliated from the buccal mucosa, and appears as if it were : 
stripped off the surface epithelium. This film may come off in its | 5" 
entirety, or it may come off in small strips. Bleeding rarely re of 
sults but the stripped area appears beefy red. In appearance this | "%* 
white plaque is somewhere between that of a lichen planus and | ‘°* 
a slight leukoplakia of the buccal mucosa, ™ 
the 
The soft palate is the third area most commonly affected; the 
uvula is involved only rarely. A small lesion was seen on this 1 
organ on only one occasion. Involvement of the soft palate usually | Y° 
extends down toward the tonsillar fossa, and nearly always con- | >Y 
sists of papillary, vesicular lesions that appear to be tiny mucous | °° 
cysts. ~ 
To recapitulate, the most common symptom is a buming, pain- fe 
ful tongue, with or without thrushlike lesions that vary in size 
from 1 mm. to 3 cm. Denudation of the buccal mucosa is the sec- SI 
ond most trequent finding, ‘ 
A history of the use of antienzyme dentifrices is the most im- i. 
portant factor in diagnosing this particular syndrome, The lesions }| ang 
were first observed clinically at the time the antienzyme denti- | 4;. 
frices became available on the commercial market, In ascertaining | jhe 
the cause, many laboratory procedures were performed to mule out | yee 
all other diseases. Biopsied specimens showed only acute in- | p,, 
flammation. Only one patient out of about 50 presented a co- 
existent leukoplakia. oe 
a 
Summaries of three cases may serve to illustrate the typical ie 
history, symptoms, and characteristics of this syndrome. whit 
CASE REPORTS — 
Case 1. A 22-year-old married woman, seen in consultation, presented a 
all of the lesions characteristic of this condition in a very acute form. 
Her tongue was painful and had a white, glossy, denuded appearance Th 
similar to that associated with early anemia. On her lips, and particue | ditio 
larly around the commissures, were small herpeslike lesions. A white, -_ 
shiny, filmlike material was sloughing off the buccal mucosa in strips. ia 
Nonulcerated papillary vesicles covered the soft palate and extended Th 
toward the tonsillar fossa. The palate was very painful and gave the| 4., 
patient considerable discomfort on swallowing. The uvula was not im] ¢5 0. 





volved. The predominant symptom was that of pain and extreme sen- 





July 1955) LESIONS CAUSED BY ANTIENZYME DENTIFRICES 997 


sitivity of the mouth to anything in the way of food or liquids; the 
tongue was so painful that the patient could barely endure its contact 
against the teeth. 


Her history revealed that for several years she had been using *X” 
dentifrice. Five days previously she had tried, as usual, to obtain “X” 
dentifrice without antienzyme,. but all the phamacist had in stock was 
“X” dentifrice with antienzyme. 


The patient was told to discontinue the use of all dentifrices; was 
given a nonirritating antacid mouthwash consisting of one tablespoon 
of milk of magnesia in one-half glass of warm water; and was told to 
use only water to bmsh her teeth. All laboratory procedures, including 
examination of a biopsied specimen of the area, were normal, except 
that the biopsied specimen showed an acute inflammatory reaction. At 
the end of three weeks the oral manifestations had disappeared. 


The antienzyme dentifrice was only the suspected cause of this 
young woman’s disease. Many systemic and local diseases accompanied 
by similar oral lesions were considered, but all laboratory tests failed 
to indicate any other cause. The patient had never used antibiotics, 
oral troches with antibiotics, or drugs of any type, nor had she changed 
her smoking habits. About two months after she was rid of the symptoms 
she used “X” dentifrice without antienzyme without any harmful effects. 


She was then asked to switch to *X” dentifrice with antienzyme for 
two days. Within 48 hours she experienced the same symptoms as before, 
but to a less severe degree, and had to discontinue the use of denti- 
frices for about three weeks. She then used “X” dentifrice without the 
antienzyme for six months and had no further trouble. At the end of 
this time she again changed to *X” dentifrice with antienzyme, and 
the oral lesions recurred within 48 hours. These cleared within three 
weeks. She has since changed to “*Y” dentifrice without antienzyme and 
has since experienced no untoward effects. 


Case 2. The experience of this patient parallels that of a consider 
able number of the patients studied in that only two symptoms of this 
condition were noted. These were a sensitive, painful tongue and a 
white, plaquelike film which peeled off the buccal mucosa in strips, 
leaving it raw. Except for the oral lesions, his history and the findings 
of a complete physical examination and of various laboratory procedures 
were normal. 


The diagnosis in this patient, as in several others with similar con- 
ditions, was puzzling because for several months he had been using 
*X” antienzyme dentifrice without any untoward effects. He then used 
“yY” antienzyme dentifrice for about two weeks. 


This patient was treated in the same manner as was the first, and at 
the end of about one month he returned to using “X” antienzyme denti- 
frice without any ill effect. In co-aperation with the study being made of 
this condition, he again tried “Y” antienzyme dentifrice with a recur- 
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rence of the symptoms previously described. It therefore appeared that 
his sensitivity was to the. antienzyme in the “Y” dentifrice only, and 
not to that contained in “X” dentifrice. 


Case 3. This patient, a 2G-yeareold physician engaged in general 
practice and cognizant of the various oral manifestations of systemic 
and local disease, presented a rather unusual case. In his efforts to 
discover the reason for his condition he had, during the past year, con- 
sulted numerous specialists, had many laboratory studies done, and 
had even been hospitalized on one occasion. No one had been able 
give him positive relief, and because of the nature of the lesions he 
had developed a cancerphobia. 


His history appeared to resemble that of patients in whom the lesions 
of stomatitis appear and disappear regardless of treatment. On closer 
questioning, it was discovered that he and his wife had been rather 
indiscriminate in purchasing dentifrices. For several years they had 
used “Z” dentifrice and did not experience any difficulty. A year ago, 
however, they changed to the antienzyme dentifrices, usually purchasing 
a different brand each time they bought a dentifrice. 


In recalling the course of his symptoms, the patient remembered that 
some of the dentifrices caused less severe symptoms than others; how 
ever, he could not remember which particular dentifrice he was using 
when the symptoms occurred most intensely. He did note, however, that, 
seemingly with a change from one antienzyme dentifrice to another, the 
symptoms became more severe. He described the lesions as occurring 
usually on the tongue and occasionally on the palate. At times, his 
tongue became so painful that he could scarcely tolerate its contact 
against his teeth, and swallowing became difficult. He had been eating 
a bland diet and could not tolerate contact of such items as toast or 
other types of roughage against his tongue. 


When this patient was examined he had a very painful denuded tongue. 
Areas about 3 cm. in length resembled thrush. The papillae, which were 
almost vesicular in appearance, showed denudation. As in previous 
patients, clinical and laboratory examinations were normal. 


The lesions responded very slowly to treatment, and a 2 percent 
aqueous solution of gentian violet seemed slightly to help the sensitive 
papillae of the tongue. After about two months some of the lesions were 
treated once a day with a 4 percent solution of silver nitrate; this 
seemed to alleviate the sensitivity more successfully than did the 2 
percent aqueous solution of gentian violet. Eventually the pain and 
lesions completely disappeared. 

CONCLUSIONS 


Many people are using antienzyme dentifrices. without develop- 
ing any of the afore-mentioned symptoms or lesions, It seems, 
however, that persons using antienzyme dentifrices should use 
one commercial brand, rather than switch from one to another, 
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because the cases described herein show that changing brands 
seems to build up or produce a sensitivity to the antienzyme, 


It is possible that the antienzymes, in addition to neutralizing 
the enzymes necessary to bacterial growth, also neutralize some 
of those enzymes which are necessary to the existence of the 
nomal oral epithelium, thus producing a condition which causes 
a degeneration of the surface epithelial cells. 


In no way do I discount any of the merits of antienzyme denti- 
frices, but only wish to point out a new syndrome in the array 
of oral conditions. Many patients using the antienzyme dentifrices 
have stated that when they began using them they noted pain in 
the tongue and mouth which gradually disappeared on continued 
use of the dentifrice. Some patients have noticed the oral syn- 
drome only after changing from one brand to another. Some have 
been unable to tolerate any type of antienzyme dentifrice. The 
majority of patients tolerate the use of antienzyme dentifrices; 
however, it is my belief that presentation of these clinical ex- 
periences with the antienzyme dentifrices will be helpful in the 
differential diagnosis of certain oral lesions, and will stimulate 
further research, study, and discussion. 


LETTER FROM GERMANY 


The following paragraph was received by Major General I. S. Ravdin, 
MC, USAR, from a,former resident in surgery, at present assigned to 
dispensary duty in Germany: 


“Though I have said it before, I want you to know that what- 
ever my assignment is to be I will do the best I can. The 
government allowed me to finish my internship and some of my 
residency. I wasn’t taken during the Korean war. I’m here and 
have my wife with me. Of course I would like to do surgery — 
but I know that I owe the government and the Army more than 
they owe me. A brief glimpse of these European countries 
makes it very clear that two years of service is a small price 
to pay for being an American citizen.” 








NORMAL BATTLE REACTION AND 
HORMONAL RESPONSE TO INJURY 


WARNER F. BOWERS, Colonel, MC, USA 










HE THESIS that various emotional reactions and even local- 
ized body wounds evoke a generalized and fundamental 
hormonal metabolic response is not new, but correlation of 
isolated observations now pemits fomulation of a coherent 
theory, many parts of which are well documented.’ 







Among the first to study the reactions of the body to emotions 
such as fear and rage were Beaumont, who observed the gastric 
fistula of Alexis St. Martin, and Pavlov, who investigated the 
gastric pouches of his dogs. Both of these observers recorded the 
marked effect of fear, rage, and other mental states on the secre- 
tory and motile responses of the gastric mucosa, Crile and Lower’ 
evolved the theory of anoci-association because he believed that 
even under general anesthesia noxious stimuli were transmitted 
to the brain, and even though not interpreted by the patient as 
pain, were capable of producing “shock.” For this reason, he 
advocated local infiltration of an anesthetic agent in addition to 
general anesthesia to block such impulses. Cannon’ correlated 
these observations on the interrelationship between emotion and 
function and propounded the theory that trauma released toxic 
products which caused the general body reaction which he called 
“shock.” The modern concept of shock as a train of events de- 
pendent upon decreased circulating blood volume did not gain 
acceptance until World War II, and previous writers included a 
host of other states such as syncope, collapse, et cetera, under 
the term shock. Unless this is understood clearly, it is difficult 
to follow the older literature. Not until the work of Selye* were 
these various observations finally explained by a cohesive theory 
which he called the alarm reaction. According to this hypothesis, 
rage, fear, and pain are capable of stimulating the adrenal me- 
dulla, resulting in an outpouring of epinephrine (adrenalin) which 
in turn causes the hyperglycemia, peripheral vasoconstriction, 
and oliguria that had been recognized as sequelae of trauma, 


NORMAL BATTLE REACTION 


The point of origin of the generalized reaction is so frequently 
an emotional state that it seems well to describe the nomal 
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battle reaction. Ranson* stated that this reaction is compounded 
of physical fatigue, fear, various psychosomatic symptoms re- 
sulting from fear, psychologic symptoms resulting from this so- 
matization, as well as the psychic reaction to battle, including 
all the elements of loneliness, bodily discomfort, frustration, 
revulsion toward killing, et cetera. All such reactions cause over- 
response of the autonomic nervous system and, consequently, the 
manifestations include muscular tension which may progress to 
“freezing,” anorexia or nausea and vomiting, diarrhea, faintness, 
tremor, excessive perspiration, vague abdominal distress, tachy- 
cardia, and urinary frequency. All of these states are known in 
varying degrees to students before a stiff examination, to some 
surgeons before a difficult operation, and to others subjected to 
severe stress. 
















HORMONAL RESPONSE 


Sayers’ showed that increased adrenocorticotropic hormone 
(ACTH) liberation into the blood stream from the pituitary is stim- 
ulated by histamine, epinephrine, atropine, acetylcholine, cold, 
heat, and hundreds of other agents or environmental changes. As 
the name implies, ACTH stimulates the adrenal cortex with re- 
sults which will be shown shortly. Administration of adrenalin 
causes a fall in vitamin C and cholesterol content in the adrenal 
cortex,’ this being a measure of its functional activity. This com- 
plex mechanism is a continuous one, operating at varying degrees 
according to the severity of stimuli and depending upon a host 
of stimuli, the limiting factor apparently being the blood level 
of adrenal cortical hormones because when a certain level is 
reached,® the anterior pituitary is temporarily inhibited from pro- 
ducing ACTH. In trauma, when there is 4 sudden using up of the 
cortical hormones, there is peak stimulation of the pituitary, the 
adrenal cortex being able to respond only if not exhausted by 
continued overstimulation. Long’ showed that this entire train of 
events can be set off experimentally by stimulation of an exposed 
sensory nerve, exposure to 4°C, temperature for one hour, simu- 
lated altitude of 20,000 feet, hemorrhage of two percent of body 
weight, intravenous injection of killed Escherichwa col organ- 
isms, or scalding at 70° C. for five seconds. 


























ADRENAL CORTICAL HORMONES 


Desoxycorticosterone acetate (DOCA) induces retention of 
sodium with consequent excretion of potassium. Retention of 
sodium causes water to be held and this train of events explains 
why potassium must be replaced in some severe responses, why 
sodium chloride should be administered cautiously in the first 
few days after trauma, and why oliguria is temporarily present 
These changes ordinarily revert to normal within three days in 
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patients who can take a general diet by mouth. Arbitrarily at 
tempting to change these reactions before that time may be 
meddlesome. 


Cortisone promotes gluconeogenesis by which tissue protein 
is converted directly to glucose and glycogen with concomitant 
excretion of the excess and liberated nitrogen® in the urine. This 
explains the glycosuria and hyperglycemia after injury and is the 
mechanism for the ‘traumatic diabetes® which formerly was a 
confusing development, Also, cortisone favors dissolution of the 
lymphoid elements of the blood with release of gamma globulin, 
antibodies, and similar substances concerned with immunity to 
bacterial infection. After a single trauma, the lymphocyte count 
rapidly falls, retuming gradually to nomal in 48 hours.” This 
offers a practical means of measuring the effect of trauma and 
the bodily response, and because the eosinophil count is simple, 
this is used as the gage. After injection of ACTH, the greatest 
eosinopenia results in from three to five hours** so this fact gives 
a good criterion for judging adequacy of response to injury. The 
17-ketosteroids are associated with nitrogen retention and there- 
fore are anabolic for protein while cortisone is catabolic. These 
hormones are very similar in chemical structure to sex hormones 
such as testosterone and to the pituitary growth homones, This 
may explain the apparently beneficial effect of testosterone ad- 
ministration during convalescence to hasten healing and well- 
being. 


Reasoning teleologically, it seems that the purpose of the 
adrenomedullary-anterior pituitary-adrenocortical mechanism is 
to prepare the body to withstand trauma, making the body as self- 
sufficient as possible. The ability of muscle to contract anaero- 
bically for a short time obviates the necessity for increased blood 
supply in effort, permits function even after decreased blood 
supply by injury, and gives to a person an extra burst of speed 
and endurance which may be lifesaving. The quick increase of 
epinephrine raises the blood pressure for better cerebral function, 
causes vasoconstriction to slow hemorrhage, promotes gluconeo- 
genesis so that the organism can survive without food intake, 
liberates antibodies to combat potential infection, retains sodium 
and water which together with the oliguria spares thirst, and in 
every way prepares the organism to lie quietly, mobilizing its 
forces for healing and recovery. 


In primitive times these mechanisms were important and life- 
saving but now are less necessary because of early resuscitation 
and surgical treatment. Nonetheless, it is imperative that these 
mechanisms be fully understood in order to use them to advantage 
without baing meddlesome. Furthermore, itis interesting to specu- 
late that the alam reaction which is apt to be chronically over- 
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active due to the stress of modern life may actually be the cause 
of a number of disease entities the cause of which has been ob- 
scure. 


Mental stress can influence bodily function, but it is not known 
why different persons respond in different ways. Why does one 
person respond to emotional stress by gastric hyperacidity while 
another responds by diarrhea or high blood pressure? The answers 
to these questions are not yet at hand but it is conceivable that 
the person who develops gastric hyperacidity may be the person 
who develops duodenal ulcer. It is known that cortisone causes 
gastric hyperacidity and we know also that the person in stress 
is apt to eat poorly. Here we have high gastric acidity, lack of 
neutralization because of poor food intake, and retention of acid 
because of pyloric spasm. Experimentally, an ulcer can be most 
easily caused by hyperacidity in an empty stomach over a period 
of time. Patients with ulcerative colitis have psychiatric problems 
and usually have parents who are borderline behavior problems 
themselves. Is it not possible that the person who reacts to stress 
by diarrhea may develop ulcerative colitis if the personality and 
home environment are favorable to it? 


Thyrotoxicosis with exophthalmos is a metabolic disease based 
on excessive pituitary stimulation with too much release of thy- 
roid-stimulating hormone. Such a state is not really a surgical 
disease and exophthalmos may progress rapidly after thymid- 
ectomy. We operate only because we are ignorant as to a better 
treatment, Is it not possible that certain persons may react to 
stress (and thyrotoxic patients exhibit other signs of sympathetic 
stimulation such as excessive sweating) by too great stimulation 
cf the pituitary gland with secondary overstimulation of the thy- 
roid gland? It is known that epinephrine causes high blood pres 
sure, and expressions such as ‘Don’t get your adrenalin up” or 
“Don’t get your blood pressure up” indicate a popular accept 
ance of the relationship between stress, epinephrine, and blood 
pressure, Organs which are chronically distended tend to develop 
thick walls and tend to lay down calcium. Does arteriosclerosis 
follow or precede hypertension? Is it not possible that arterio- 
sclerosis is an end result rather than a cause? Is this not the 
rationale for adrenalectomy in malignant hypertension before 
irreversible changes have occurred? These are fertile fields for 
basic and clinical research pointing out the widespread impor 
tance of the stress reaction and the hormonal response to psychic 
or physical trauma. 


SUMMARY 


The thesis that various reactions and even localized body 
wounds evoke a generalized and fundamental hormonal metabolic 
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response has been developed with presentation of the correlated 
theory, documented as far as possible in the light of present frag- 
mentary evidence, The complex adrenomedullary-anterior pituitary- 
adrenocortical mechanism is always active but responds more 
vigorously to emotional or physical trauma, setting in motion a 
series of events which tend to protect the omanism by funda- 
mental temporary changes in the pattern of metabolism. These 
changes must be understood to prevent meddlesome therapy and 
to help us realize that this alarm reaction, :in itself, may be ham- 
ful in causing physiologic changes which we regard as a disease 
state. 
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ASPIRATION OF BLOOD DURING TONSILLECTOMY 


It is remarkable that the lungs are seldom injured in tonsillectomy, 
although the surgeon works at the entrance to the whole bronchial tree. 
In spite of great care a small amount of blood must be inhaled at every 
tonsillectomy. Roentgenograms have shown traces of lipiodol at the 
lung base, when gauze swabs soaked in lipiodol have been used ex- 
perimentally instead of the usual tonsil swabs. 


—WILLIAM McKENZIE, M. B. 
in Lancet, p. 960, Nov. 7, 1953 
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THE ADAPTABILITY RATING FOR 
MILITARY AERONAUTICS (ARMA) 


SPURGEON H. NEEL, Lieutenant Colonel, MC, USA 


HE FIRST logical step in the training of Army aviators 
T is the proper selection of applicants. Army Regulations 

40-110 prescribe the medical standards applicable to, and 
the detailed procedures for, performing the medical examination 
for flying. One of the more important initial examinations required 
for applicants for pilot training is the “Adaptability Rating for 
Military Aeronautics” (ARMA). A change to this regulation on 
27 August 1954 makes this procedure mandatory in the exami- 
nation of pilot applicants, and requires that it be performed by 
a qualified psychiatrist. The importance of this procedure and 
the lack of details for its accomplishment provided in basic 
regulations establish a requirement for some further discussion 
as to its purpose, scope, and technic. 


The ARMA has been used over a long period by flight surgeons 
of the United States Air Force. Its soundness in the screening 
of flying applicants and predicting their performance during train- 
ing and subsequent operational flying has been clearly demon- 
strated. While the specific stresses of Army aviation differ from 
those of the United States Air Force, there is sufficient sim- 
ilarity to justify the Army’s acceptance of the validity of this 
time-tested screening procedure. Properly performed, the ARMA 
permits the elimination of unsuitable applicants prior to ini- 
tiation of pilot training with obvious improvement of economy 
and flying safety. It reduces attrition during and subsequent to 
the training period, and is a protection to both the applicant and 
those who depend on his stability and skill. 


NATURE OF THE ARMA 


Precisely, what is the ARMA? It is an evaluation of the appli- 
cant’s total personality as it relates to the specific stresses 
of Army aviation. It establishes the type and degree of the appli- 
cant’s variance from the so-called “normal.” It discloses trends 
and limitations, however latent, which are likely to become mani- 
fest or aggravated under the stresses of military aviation. It 
includes information on which to predict the applicant’s manner 


of reacting to the specific physical and emotional stresses of 
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Army aviation. Finally, it. provides a basis for classification 
of the applicant as either qualified or disqualified for training 
in Army aviation. This latter decision is essentially one of 
weighing the applicant’s total assets against his total liabilities, 
The ultimate purpose of the ARMA is to predict the probability 
of each applicant’s completing aviation training, and his sub- 
sequent success in operational flying. 


The ARMA is based on all facts obtained from the medical, 
psychiatric, and psychologic histories; from the general physical, 
neurologic, and special examinations, including aptitude tests 
and laboratory tests such as an electroencephalogram, when indi- 
cated. The ARMA also indicates the applicant’s zeal for flying, 
and his maturity, stability, and drive in the face of the hard- 
ships and hazards of military aviation. The ARMA is not strictly 
limited to the applicant’s purely mechanical ability to operate 
an aircraft. In the case of officer applicants, qualification as 
an Army aviator presupposes continued active duty with in- 
creased responsibilities. In the case of enlisted applicants, 
graduation carries with it promotion to the grade of warrant of- 
ficer. The qualifications of the applicant to accept and perform 
these additional responsibilities and duties must be considered 
as well as his aptitude to fly an aircraft. 


The majority of applicants for flying training will be found to 
be qualified according to the ARMA. It may provide the only 
reason for disqualification, and in such cases, it will be con- 
sidered as valid as disqualification for any physical defect. The 
results of the ARMA are recorded on the Standard Form 88 (Re- 
port of Medical Examination). For recording purposes and stand- 
ardization only, the maximum score of 200 applies to the “perfect” 
applicant. Few will ever attain this score. The exact score is 
arrived at by assigning variable numerical weights to certain 
derogatory findings, then subtracting them from the maximum 
value of 200. A score of 160 or over qualifies the applicant for 
Army aviation training; a score of less than 160 disqualifies 
him. In scoring unfavorable findings, the medical examiner is 
afforded considerable leeway in assessing specific numerical 
values. 


Table 1 contains suggested numerical values for representative 
unfavorable findings. The smaller figure represents the minimum 
which should be subtracted if that particular condition exists, 
and the larger figure is the maximum if that unfavorable finding 
exists to a marked degree. The score of the applicant is entered 
in Item 72 of the Standard Form 88. Scores are recorded as 
“Satisfactory ARMA” or “Unsatisfactory ARMA,” followed by 
the numerical score. If the applicant manifests two unfavorable 
conditions the score of which totals 40, he will be disqualified 
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as he cannot be assumed to be perfect in all other respects, It 
is advisable, however, to complete the examination as the ARMA 
is an evaluation of the total personality, and subsequent findings 
may modify earlier opinions, 


TABLE 1. ARMA: Suggested numerical values for unfavorable findings* 






Numerical 





Unfavorable findings 






Nervous and mental disease in family (each instance) 
Alcoholism in family (each instance) 


Criminality in family (each instance) 0-5 

Insomnia in applicant (persistent) 5-10 
Hay fever, asthma, or other allergic phenomena 20-40 
Enuresis (prolonged) 10-40 
Somnambulism 20-40 
Fainting (cause) 15-40 
Unconsciousness (duration and cause) 10-40 
Fracture of skull or severe concussion (See AR 40-110) 40 
Phobias and obsessions (excessive fears) 5-40 
Nail biting 10-20 
Amnesia 20-40 
Fits, spasms, and convulsions 20-40 
Speech defects (corrected or uncorrected) 10-40 
Arrests 10-40 


*The lesser value is the minimum which should be deducted from the maximum 
score of 200 if the condition is present; the larger value is the maximum to be 
subtracted if the unfavorable condition is present to a marked degree. 


Work sheets, when used in performing the ARMA, are not nor- 
mally attached to the report of medical examination, but specific 
reasons for disqualification should be entered in Item 73 of the 
standard form. In supporting a disqualifying ARMA, remarks 
which may be personally offensive to the applicant or remarks 
which may be controversial are not entered in the Standard Form 
88 because the applicant receives a copy of all records proc- 
essed. Thus, a homosexual may be described as “arrested per- 
sonality development,” and an intellectually inferior person as 
“poor achievement,” et cetera. Most disqualifying ARMA’s will 
be supported by physical evidences of instability such as a poor 
response to the orthostatic tolerance test. The medical examiner 
must exercise his judgment in assessing numerical values to 
conditions not listed in table 1. Evidence of marked vasomotor 
instability and other emotional phenomena, for example, will be 
given special unfavorable consideration. 


Inasmuch as the flying applicant is being evaluated for a fairly 
specific vocation, it is mandatory that the medical examiner 
possess a sound basic knowledge of the specific stresses in- 
volved, In addition to basic qualifications in medicine and psy- 
chiatry, the examiner performing the ARMA should be familiar 
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with Army aviation, its characteristics, and its medical problems, 
It is not necessary that the examiner be a pilot, but it is neces- 
sary that he realize the general and specific stresses and re- 
quirements inherent in Army aviation. Air Force experience indi- 
cates that the presence of wing insignia on the chest of the med- 
ical examiner, and all that it connotes, is of value in establishing 
the rapport which is so essential to conducting the examination. 


STRESSES OF ARMY AVIATION 


Inasmuch as the applicant is being examined for a fairly spe- 
cific profession, it is appropriate that some consideration be 
given to the general and special stresses of Army aviation. It 
is accepted that man, a terrestrial animal, is subjected to certain 
unusual and additional stresses when piloting an aircraft. Full 
treatment of this subject is beyond the scope of this article, 
Philosophically, the personality of a person contains an “ego,” 
a function concerned with perceptions and their relationships 
to needs, and the adaptability for meeting situations. This “ego” 
can be likened to a calculator which will fatigue or break down 
if: (1) it receives too many strong stimuli too fast, or (2) it re- 
ceives too many varied stimuli and cannot cope with them, Suf- 
fice it to say that in no other field are strong varied stimuli 
received any more rapidly than in military aviation. 


It is advantageous to compare the relative stresses of Army 
aviation with that of the United States Air Force. While Army 
aviators do not normally fly at the extreme speeds and altitudes 
characteristic of the Air Force, Army aviators “fly all the time.” 
Complex navigational instruments are not normally provided in 
Army aircraft and frequently copilots are not available. The Army 
aviator is required to maintain continuous surveillance over his 
terrain, his aircraft, and such instruments as are available, Fur- 
ther, in many cases, the pilot has other concurrent responsibil- 
ities such as caring for a severely wounded casualty, surveying 
or adjusting artillery fire, observing friendly and enemy activ- 
ities, laying wire, et cetera. The many missions of Army aviation 
and the uncertainty and fluidity of combat in forward areas re- 
quire frequent flights in all sorts of weather, under variable 
tactical situations, and with very little rest or inactivity be- 
tween missions. 


Even between flights there is little abatement of stress. On 
the completion of fatiguing missions, Army aviators are required 
to live under conditions characteristic of the division area, They 
are not rotated to quieter areas on a basis of “so many missions 
accomplished,” but on completion of a relatively long, fixed 
tour. This lack of complete relaxation between sorties, and the 
presence of certain unavoidable deprivations, further increases 
the psychologic stresses of flying. 
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ARMA TECHNIC 


No rigid nor fixed rules can or should be prescribed for per- 
formance of the ARMA. Each medical examiner has his own 
technic, and each applicant is an individual. Applicants should 
be interviewed and examined ii private. A quiet room with com- 
fortable surroundings permits the relaxation and intimacy so 
essential to secure the complete confidence and co-operation 
of the applicant. Though material to be discussed during the 
interview is, by nature, confidential, it is not necessary that 
the examiner mention this, unless the applicant raises the issue. 
Writing and note taking should be minimized, as applicants who 
believe that everything they say is being recorded are likely to 
avoid certain more intimate details. Tact is important, and ques- 
tions should be asked indirectly. As an example, when attempting 
to find out if a man uses liquor it is better to ask, “How much 
liquor do you use?” rather than “Do you ever take a drink?” 


The ARMA should be performed after all other medical exam- 
inations and psychologic testings are completed. It is the most 
time consuming of all prescribed procedures, and there is little 
reason to accomplish the test on an applicant who is already 
disqualified for other reasons. Furthermore, the examiner per- 
forming the ARMA should have access to all other information 
contained in previous examinations. Such information provides 
leads and confirmation which assist in conducting the ARMA. 


The individual medical examiner should prepare a work sheet 
to be used in conducting and recording the ARMA. The very 
nature of the examination defies regimentation or over stand- 
ardization, but such a check list will ensure against omissions 
and point up more important considerations. The following gen- 
eral fields of the personality should be investigated as the ARMA 
is being accomplished: (1) family history, (2) environment, (3) 
morphology, (4) intelligence, (5) achievement, (6) psychomotor 
activity, (7) emotional content, (8) somatic demands, (9) soci- 
ability, and (10) philosophy of life. Within this framework, the 
examiner can prepare a check list which most adequately serves 
his purpose. 

SUMMARY 


Selection is the first logical step in the training of Army avi- 
ators. Among the more important considerations in the medical 
examination of applicants for Army aviation training is the 
“Adaptability Rating for Military Aeronautics” (ARMA). The 
ARMA permits an evaluation of the applicant’s total personality 
as it relates to the specific stresses of Army aviation. It pro- 
vides a basis for accurately predicting the probability of an 
applicant’s completing the training for which he has applied, 
and his subsequent success in operational flying. The ARMA 
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is based on all facts obtained in the medical, psychiatric, and 
psychologic histories; the general physical, neurologic, and 
special examinations; and various aptitude tests. Special con- 
sideration is given to the applicant’s zeal for flying, his maturity, 
and his stability and drive in the face of hardship. His aptitude 
of the additional nonflying responsibilities incumbent on an 
Army aviator is also evaluated. General mention is made of the 
specific stresses of Army aviation, and suggestions as to con- 
ducting and scoring the ARMA are presented, Proper performance 
of the ARMA will reduce the attrition during training and sub- 
= operational flying promotes economy and improves flying 
safety. 


THE DIFFICULT PHYSICIAN 


The physician who is intolerant of, or personally disturbed by, emo- 
tional interplay inadvertently imposes a great burden on his patients. 
He wrongly assumes that everyone is possessed of an equal capacity 
for handling tension, and acts accordingly. He is tactless under the 
guise of being honest and direct. He sees little need for the preparation 
of patients for disturbing news. He gives prognostications and diag- 
noses to all patients indiscriminately, forgetting that one man’s meat is 
another’s poison. His presence suppresses the free expression of 
feeling, and when his patient unfortunately yields to the temptation, 
the physician lectures him on the benefits of maintaining a stoical 
attitude. He inveighs against what he calls ‘the patient’s weakness” 
by recounting in detail the much worse plights of other patients. 


. The opposite sort is typified by the physician who infantilizes his 
patients. By suggestion and prescription, he fosters their dependence. 
Bed rest, vacations, and repeated admonitions to “take it easy” are 
ordered p. r. n. Hormones, vitamins, and tonics are the agents with 
which he implements the bold suggestion that. the patient’s endocri- 
nologic tides, his diet, or his “energy reserves” are somehow or other 
deficient and need to be supplemented periodically. 

—HOWARD P. ROME, M. D. 

in Journal of the lowa State Medical Society, 


p. 3, Jan. 1955 
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A FIELD SERVICE PROGRAM IN 
MILITARY MENTAL HYGIENE 


CLAY F. BARRITT, Captain, MC, USA 
RICHARD P. KERN, First Lieutenant, MSC, USA 







HE USEFULNESS of a mental hygiene consultation service 
in a basic training center largely depends on the working 
relationship and availability of psychiatric personnel to 

the various unit officers and cadre. This report summarizes the 

experiences of the staff of the consultation service at a medical 
training center as they attempted to develop this relationship 
and increase the availability of consultations. 









Prior to the introduction of a Field Service Program, the mental 
hygiene consultation service was operating in a manner similar 
to that of other consultation services in basic training centers. 
At Camp Pickett, Va., it was located with the training units in a 
cantonment type of building. It was adequately staffed with three 
psychiatrists, a social work officer, a clinical psychologist, and 
several psychiatric social work and psychology technicians, Ad- 
justment problems occurring among basic trainees were referred 
by company commanders, dispensary physicians, chaplains, and 
Red Cross personnel. Social histories, collateral information, 
psychiatric interviews, and, when necessary, psychologic testing 
were completed, A superficial and supportive approach was used 
in treating those soldiers who could continue their basic training. 
Trainees unable to cope with the stresses of Army life were hos- 
pitalized when necessary or recommended for separation from the 
service under appropriate administrative regulations. 



















After the staff had worked together for several months many 
deficiencies, particularly in the field of preventive psychiatry, 
became noticeable. For the most part, only those persons who 
were severely disturbed or who presented marked adjustment prob- 
lems were referred to the consultation service. By this time, 
motivation for further duty was at a low ebb. The delay in the 
referral of persons with correctible maladjustments rendered some 
of them unsuitable for rehabilitation in the Army. 










Deficiencies were also noted in the operating procedure within 
the consultation service itself, Trainees referred to the consul- 


From Brooke Army Medical Center, Fort Sam Houston, Tex. Dr. Barritt is now at 
Chestnut Lodge Sanitarium, Rockville, Md. 
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tation service were taken from their unit settings and treated in 
a clinical atmosphere. This setting tended to produce an artificial 
environment which obstructed proper readjustment of the trainee, 
While efforts were made to reduce this factor by eliminating med- 
ical attire and using the tithe “Consultation Service,” a psychi- 
atrist is still a doctor to trainees. With certain trainees, whose ad- 
justment largely depends upon firm but understanding leadership, 
referral to a medical facility will encourage sufficient secondary 
gain to complicate effective management. Psychiatric evaluations 
and recommendations to company commanders reflected a lack of 
awareness of important problems present within these field units, 
Clearly, it was necessary to direct efforts toward providing the 
company cadre with a better understanding of the trainee so they 
could apply more firm, understanding leadership. 


An early effort to correct these inadequacies was the assign- 
ment of a psychiatrist to each training regiment. While this helped, 
the need to direct more intensive efforts toward the training com- 
panies became evident. To meet this need, the present project, 
referred to as the Field Service Program, was suggested to the 
commanding general of the medical training center. This project 
consisted of assigning social work technicians (referred to as 
unit field workers) from the consultation service to various train- 
ing units in the medical replacement training center, 


PURPOSE OF THE PROJECT 


The purpose of the project was to observe the effect of greater 
availability of psychiatric personnel to units in training. The 
major objectives of this project were as follows: 


1. The orientation of unit cadre to psychiatric services in the training 
center, and the resolution of their personal resistances to these services. 


2. The education of unit cadre in the recognition of adjustment prob- 
lems among trainees. 


3. The early detection of adjustment problems among trainees and, 
when necessary, their referral to the mental hygiene consultation serv- 
ice, 

4. The detection of adjustment problems occurring among: trainees 
not usually referred by unit cadre to the consultation service. 


5. The management of adjustment problems among trainees within 
the training unit by the unit field workers. 


6. The understanding of problems due to the training process and 
affecting adjustment to basic training. 
ADMINISTRATIVE METHOD 


The project was placed in operation in the Medical Replacement 
Training Center, Camp Pickett, Va., in January 1954. At that time 
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both infantry basic training (first eight weeks) and medical basic 
training (second eight weeks) were being conducted. Early ob- 
servations indicated that a company was too small a unit to re- 
quire the full-time services of a unit field worker. A training 
battalion (four companies) was finally selected as representing 
the most appropriate strength to be served by each unit field 
worker. In February 1954 the Medical Replacement Training Cen- 
ter was transferred to this medical center, with many of the cadre 
personnel, including the staff of the consultation service. With 
a smaller trainee strength and the elimination of the first eight- 
week cycle of infantry basic training, only three unit field workers 
were required. One worker was attached to each of the three train- 
ing battalions. One of these men also worked with two special 
training companies which provided infantry basic training for 
conscientious objectors. It was proposed to gather observations 
during two training cycles (eight weeks each) before a summary 
evaluation of the project was made. 


The unit field workers were attached to the various battalions 
for quarters and rations. Each had a cadre room supplied with 
a desk and two chairs in one of the companies for the purpose 
of interviewing. The assignment of these workers and their duty 
hours with the units was determined by the chief of the consul- 
tation service to whom they were directly responsible. 


The field workers lived in the battalion enlisted quarters. They 
were expected to conform with battalion standing operating pro- 
cedure on such matters as reveille, mess, and uniform regulations. 
They were, above all, not to be conspicuous as privileged per- 
sons, 


Referrals were made to the unit field worker through the com- 
pany commander, Each man referred from a company was inter- 
viewed by the unit field worker, who recorded the initial history. 
The unit field worker served as a screening agent, and referred 
to the consultation service only those persons who needed a more 
thorough evaluation. Those persons not referred to the consul- 
tation service were observed in training, and appropriate recom- 
mendations were made to the company commander and enlisted 
cadre for their management, 


Records of the Unit Field Worker. After the unit field worker 
completed the initial history on each person referred to him, it 
was read by the chief of the consultation service, who in this 
way supervised the management of all referrals. It then became 
a permanent part of the consultation service records, 


Collateral information and progress notes on trainees were 
recorded, submitted, and filed with the consultation service. 


347751 O- 55-6 
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During the project the unit field worker was also expected to 
make daily entries in a log. These entries were concerned with 
his daily activities, observations pertinent to the purposes of 
the project, and recommendations for the conduct of the project. 


Reactions of Unit Cadre. In addition to the records kept by 
the unit field workers, a questionnaire was distributed to members 
of the unit cadre on completion of the study to obtain their 
opinions. 

SOME LIMITING FACTORS 


Evaluation of the project was confined mainly to the obser- 
vations made at this ‘medical center. Although the project was 
conducted for a short time at Camp Pickett, Va., there were im- 
portant dissimilarities in the two situations. The observations 
reported are based on five months of experience with the first 
and second battalions and three and one-half months of experience 
with the third battalion of this medical center. Due to the impend- 
ing departure of key personnel of the consultation service it was 
necessary to evaluate the study even though the third battalion 
had completed only one of the desired two training cycles. The 
present discussion will consider each of the six previously men- 
tioned objectives in light of the field workers’ observations. 


ORIENTATION OF UNIT CADRE 


The full-time presence of the unit field worker in the battalion 
area permitted frequent contacts with the unit cadre. The way 
in which contacts were made, the personnel with whom they were 
made, and the content of the contacts varied with the length of 
time the worker had been in the battalion and the initial attitude 
of the cadre toward psychiatric services. A progression of two 
steps was discernible. In the early stage, the worker’s personal 
contacts consisted primarily of appointments with the company 
commanders and, to a lesser extent, battalion commanders. His 
contacts with enlisted cadre and trainees were made by attending 
classes, going on road marches, and eating meals with the various 
companies. The nature of the worker’s duties in the company 
constituted the primary subject discussed in these contacts. In 
the second stage, contacts with the company commanders, while 
still of major concern, became less formal, and their content 
more concerned with the discussion of patients observed by the 
unit field worker, and with his recommendations. Participation 
in class and road march activity decreased, and the number of 
contacts with individual enlisted cadre personnel increased, 
Efforts by the unit field worker to explain behavior, make con- 
crete recommendations, and deal with resistances of cadre to 
psychiatric services constituted the second stage of his relation- 
ship with officer and enlisted cadre personnel. At- the end of two 
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training cycles the unit field worker was devoting more time to 
personal contacts with the enlisted field cadre. 


The opportunity to combat the personal prejudices and mis- 
conceptions of the cadre was considered by all three workers 
to be one of the major advantages of the full-time presence of 
a worker in the battalion area. The unit field worker’s closer 
working relationship with the company encouraged the cadre to 
regard him as part of the battalion rather than as a member of 
another unit whose primary function was different from their own. 
Initial attitudes of the cadre toward the unit field worker included 
the belief that the worker would insist on pampering the trainees 
(e. g., by attempting to interfere with discipline), that he would 
observe and report to higher authority any and all discrepancies 
which might occur in the companies, and that he would attempt 
to usurp the officers’ responsibility for their men by encouraging 
the trainees to come to him with all their problems and complaints. 
The workers’ experiences with these attitudes indicated the ne- 
cessity for them to adhere closely to four general operating prin- 
ciples. These principles were: (1) strict adherence to the unit 
chain of command and to standing operating: procedure, (2) frequent 
contacts with the company commander to inform him of the work- 
er’s activities in his unit, (3) frequent contacts with the platoon 
sergeants to gather collateral information on referrals, and (4) 


rapid handling of referrals. The workers learned that the personal 
resistances of members of the cadre were resolved or lessened 
as the relationship between the worker and the cadre improved. 
The four points mentioned above were of assistance in developing 
a closer working relationship during which the unit field worker’s 
role was accepted and used. 


EDUCATION OF UNIT CADRE 


Very few scheduled group meetings were held with the company 
cadre. In one such meeting (conducted informally to discuss ad- 
justment problems) the worker thought the combined presence of 
both officer and enlisted cadre had a mutually inhibitory effect. 
Group discussions were more productive when they occurred spon- 
taneously in spare off moments than when they were scheduled, 
It was agreed, however, that this area needed more attention and 
study. 


EARLY DETECTION AND REFERRAL 


Early detection and early referral are regarded as two separate 
problems, and are discussed separately herein. 


Early Detection. The early recognition of adjustment problems 
among trainees was thought to have great promise at the outset 
of the project. It was the opinion of the staff of the consultation 
service that many trainees could be managed more easily had 





1016 U. S. ARMED FORCES MEDICAL JOURNAL (Vol. VI, No. 7 


their poor adjustment been noted earlier and their referral been 
made promptly. Several changes occurred after the project was 
initiated which undoubtedly have influenced this problem. This 
medical training center receives trainees who have completed 
their first eight weeks of infantry basic training. Thus, some 
screening had already been done. Furthermore, trainees here are 
under observation for, at most, eight weeks. Many trainees stay 
for only two weeks of training, after which they are assigned 
elsewhere. Present observations indicate that no essential change 
occurred in the area of early detection of adjustment problems. 
It is the cadre who carry the main responsibility for the detection 
of adjustment problems. Though the idea that the worker could 
identify trainees who should be referred by watching them in 
classes, et cetera, seemed promising, it has not proved to be of 
practical importance. In practice, this requires a closer knowledge 
of the trainees than a unit field worker can possibly attain. To 
carry out such a plan would require more workers, and would 
interfere with the platoon sergeant’s position and responsibilities 
toward the trainees. The emphasis, therefore, was shifted to the 
unit field worker helping the platoon sergeant perform his func- 
tions more effectively. 


Screening of Referrals. About 138 trainees with adjustment 
problems were teferred to the unit field workers. One third of 


these troops were managed by the unit field worker in the training 
unit under the supervision of the chief of the consultation service. 
The other two thirds were sent to the consultation service. This 
preliminary screening permitted the clinic staff additional time 
in the evaluation of the more severe problems. 


TYPES OF ADJUSTMENT PROBLEMS 


Though the main responsibility for the detection of adjustment 
problems among trainees rested on the cadre, the presence of a 
unit field worker in the training unit did stimulate earlier referral 
as well as referral of trainees who otherwise might not have been 
referred. Prior to the field service program, many cadre men re- 
garded the referral of trainees to the mental hygiene consultation 
service as a “last ditch” measure. Company cadre often desire 
immediate and concrete recommendations from psychiatrists fol- 
lowing their referral of a “problem” trainee. With the conventional 
clinic operating procedure it was not unusual for a week or more 
to elapse before a company commander received a psychiatrist’s 
report when the monthly case load varied between 100 and 200. 
Frequently, this report was of little help to the company com- 
mander, Furthermore, these recommendations did not always reach 
the enlisted cadre who were intimately concerned with the man- 
agement of the trainee. Thus, resistances to the referral of train- 
ees resulted not only from the social stigma but also the failure 





oases 8 OaAAA Ss 


a a 


'+'Oagad @d 


July 1955) MILITARY MENTAL HYGIENE 1017 


of the consultation service to offer prompt and practical aid to 
company cadre. 


The presence of the unit field worker enabled him to deal more 
successfully with both of these issues. As he gained a better 
understanding of company policies and developed a working re- 
lationship with company cadre he became more useful to the unit. 
He was often able to give concrete suggestions concerning the 
management of a trainee. Men with minor types of adjustment 
problems were referred more readily. Such referrals included men 
who apparently were not profiting from training, men applying 
for hardship discharges, men observed to exhibit unusual anxiety 
when faced by persons in authority, and men who were incipient 
disciplinary problems. 


MANAGEMENT OF ADJUSTMENT PROBLEMS 


The opportunity for the unit field worker to interpret the be- 
havior of a trainee to a cadre man and give suggestions in the 
management of the adjustment problems is regarded as his most 
important contribution to the management of men within the unit. 
This point represents a shift of emphasis comparable to that dis- 
cussed in connection with detection of adjustment problems. In 
other words, although the treatment of the individual trainee is im- 
portant, the worker’s role of technical advisor to the individual 
cadre man who deals with many trainees appears more promising. 


UNDERSTANDING OF ADJUSTMENT PROBLEMS 


Through frequent contacts with unit cadre the unit field worker 
acquired a more realistic understanding of unit problems. This 
orientation was primarily useful in evaluating and managing ad- 
justment problems among trainees and in overcoming the personal 
resistances of cadre men. 


REACTIONS OF UNIT CADRE 


The following data concerns the responses to a questionnaire 
from the company commanders, first sergeants, operation ser- 
geants, and platoon sergeants because they were in closest com- 
mand contact with the trainees. These groups formed a combined 
group of 79 men, collectively referred to as the leadership cadre. 


The first item of interest was the extent to which the leader- 
ship cadre’s responses reflected both an awareness of the unit 
field worker’s presence and a basic, if limited, understanding of 
his function in the unit, Sixty-one percent of the leadership cadre 
indicated an awareness of these two points. Two factors—distri- 
bution of contacts and number of companies per unit field worker— 
appeared to be primarily responsible for the lack of awareness 
among some personnel. Many platoon and operation sergeants were 
aware of the worker’s presence but had not yet become familiar 
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with his functions. Relatively little time, however, had as yet 
been spent with the individual platoon and operation sergeants, 
The responses also revealed that one worker had been assigned 
too many companies, a total of six. As a consequence, 56 percent 
of the leadership cadre in four of these companies were not even 
aware of his presence. The other two workers were assigned only 
four companies each, and in each case only 10 percent of the 
cadre were unaware of the presence of their respective unit field 
workers, 


Further comments on other aspects of the program were made 
by those cadre men who were fully aware of the program (program- 
oriented group). It is interesting to contrast their responses with 
those of the unsatisfactorily oriented cadre (nonprogram-oriented 
group). 

Need for Unit Field Worker. Among the program-oriented group 
94 percent indicated a need for a unit field worker, and 75 percent 
reported that the worker had been of assistance to them in manag- 
ing “problem” trainees. These figures compare with 48 percent 
and 33 percent respectively in the group not program-oriented, 


Educative Role of Unit Field Worker. It was thought by the 
staff of the consultation service that the cadre men’s reasons 
for referring some of the trainees (in effect, psychiatric screening) 
reflected rather vague ideas of what constituted an adjustment 
problem. Consequently, the orientation of cadre was an anticipated 
by-product of the field service program. Sixty-five percent of the 
program-oriented group, as compared to only 39 percent of the 
group not program-oriented, believed they had learned to recognize 
adjustment problems better as a result of the worker’s presence. 
However, 77 percent of the program-oriented group denied that 
their ideas concerning the types of problems to be referred to the 
unit field worker had changed. Slightly over one half of the group 
not program-oriented indicated “no opinion” in this respect. It 
would appear, then, that the program-oriented group saw no need 
for a change in its referral policy. Any change which might take 
place would be in terms of more discriminating detection and 
prompter referral of men with the similar types of adjustment 
problems as formerly. It was also noteworthy that the increase 
in symptom sophistication among the program-oriented group 
tended to be reported by the field cadre (72 percent) rather than 
by the commanding officers and first sergeants (53 percent), 


Confidence in Unit Field Worker. Among the program-oriented 
group 56 percent indicated confidence in the worker’s ability to 
avoid the “pitfall” of allowing trainees to “pull the wool over his 
eyes.” This particular phraseology was chosen because it was 
frequently used by those cadre men who showed considerable 
resistance to psychiatric services and/or the unit field worker. 
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Twenty-seven percent of the program-oriented group indicated 
ambivalence on this question. The comparable figures for the 
group not program-oriented were 26 percent and 35 percent re- 
spectively. 


COMMENTS 


It was unanimously agreed that field contacts made by psy- 
chiatric social work technicians were invaluable. Perhaps some 
psychiatric social work technicians would be initially repelled 
by the prospect of activities which may appear to offer little 
personal gain for a large expenditure of time. While such feelings 
were present at the initiation of the program it is now difficult 
for the social work technicians who participated to understand 
how they were ever satisfied with their previous role in the clinic 
setting. Perhaps many psychiatric social work supervisors and 
psychiatrists will see in this program a decentralization of super- 
vision and a subsequent loss of control over their personnel. In 
operation, however, the supervision of the field workers by the 
chief of the consultation service presented no unique problems. 
The basis for supervisory activities which exists in the con- 
ventional clinic setting was present in an identical form during 
the operation of this program. The necessary qualifications for 
a unit field worker are no different from those for any proficient 
social work technician. Each of the men used in the program was 
a capable technician, enthusiastic about succeeding in his new 
role, conscientious in the performance of his duties, and willing 
to accept his limitations. He was given ample opportunity to dis- 
cuss with the field psychiatrist and other staff members of the 
consultation service any professional and interpersonal problems 
arising within the units. A unit field worker was never forced 
to accept responsibilities which he and the field psychiatrist 
thought he could not handle. 


Initially, unit commands may think that such a program is an 
attempt to cut into their authoritative role over trainees. That 
this attitude can be managed with a reasonable degree of success 
in a relatively short period of time has been indicated, 


Reservations such as those mentioned above are in some re- 
spects healthy ones because the role of the unit field worker is 
a new one and experience has not been sufficient to completely 
evaluate it. However, the role appears to offer to consultation 
services an opportunity to increase the usefulness as well as 
the quality of their social work. Conventional areas of function- 
ing, such as the gathering of collateral information and the referral 
of men for re-evaluation of psychiatric profiles, are carried out 
with greatly increased efficiency. The improvement in the scope 
and general quality of the collateral information itself is suf- 
ficient to justify the unit field worker’s role. 
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It has been our experience that, to obtain adequate information 
concerning a trainee’s behavior and to realistically evaluate it 
once it is obtained, the clinic cannot function with the detachment 
of a hospital outpatient service. Rather it must function more as 
an integral part of the organization which it serves. The further 
removed clinic personnel are, due to administrative consider- 
ations, the less is the possibility of establishing effective re- 
lationships with unit command. If unit cadre harbor prejudices 
and misconceptions concerning psychiatric services, these re- 
sistances cannot be adequately managed through periodic lectures, 
sporadic telephone conversations, or occasional informal talks, 
It is our conviction that the concept of military social work as 
field work must be developed. Only then can a consultation serv- 
ice work more effectively with the command in carrying out the 
preventive functions of its over-all mission, as well as treatment 
and disposition. 


SUMMARY 


The purpose of developing a psychiatric field service program 
conducted by the mental hygiene consultation service was to make 
the services of psychiatric personnel more readily available to unit 
command and to bring about increased understanding concerning the 
proper use of these services. The essential feature of this method 
consisted of attaching a social work technician, referred to as 
a unit field worker, to each training battalion. These unit field 
workers, under the supervision of the chief of the consultation 
service, worked directly with the training companies in their re- 
spective battalions. 


The impressions of the unit field workers concerning six areas 
of previously deficient functioning were summarized from their 
daily logs. A questionnaire administered at the end of the trial 
period provided some indication of the unit cadre’s reactions to 
the program. The major advantages offered by this program con- 
sisted of: (1) Establishment of a closer working relationship with 
all levels of command, and particularly the company cadre; (2) 
marked improvement in collateral information on men referred to 
the sérvice;(3) more realistic psychiatric recommendations through 
increased acquaintanceship with unit problems and unit person- 
nel; and (4) a more effective program of preventive psychiatry 
by making it possible to assist unit cadre in managing, within the 
unit, trainees exhibiting the less severe or potential maladjust- 
ment problems. By this means it was believed that the necessity 
for later, more involved psychiatric treatment tended to be ob- 
viated. 
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THE BABYLONIAN CADUCEUS 


FIELDING H. GARRISON, Lieutenant Colonel, MC, USA 


N THE title pages of books published by one of the great 
medical printers of the sixteenth century, Johann Froben 
(1460-1527) of Basel, we frequently see a device which 
the uniform of our Medical Corps has rendered familiar, namely, 
the caduceus with the entwined serpents, In the case of Froben’s 
device, the caduceus is not winged but surmounted by a dove, 
and, in the complete emblem, there was a Greek inscription which 
read: *Be ye therefore wise as serpents and harmless as doves.” 
This is perhaps the first instance in which the kerykeion or cadu- 
ceus of Mercury is associated with medicine. Just a little later, 
Sir William Butts ( - 1545), physician to Henry VIII, was the 
first medical man to employ the caduceus in his crest.* About 
the middle of the nineteenth century (1844), another firm of medi- 
cal publishers, J. S. M. Churchill of London, began to employ the 
caduceus on its title pages. A little later, in 1856, the caduceus 
appears on the chevrons of hospital stewards in the U. S. Army. 
For a long period it has been part of the insignia of officers of 
the Public Health Service. It is not until 1902 that it is first seen 
on the uniforms of medical officers of the U. S. Army.’ As the 
Hermes of Greek mythology was variously the god of fertility, 
the messenger of the gods, the conductor of souls to Hades, the 
god of commerce, merchants, and thieves, it has been sometimes 
argued that the symbolism of the caduceus is not strictly medi- 
cal and that it should be replaced by the Aesculapian staff with 
a single serpent, which is, in effect, the collar ornament of the 
Royal Army Medical Coms.* But recent investigations on the 
pre-history of the caduceus by A. L. Frothingham‘ indicate that 
Reprinted from The Military Surgeon, vol. 44, pp. 633-634, May 1919, with the kind 
permission of Colonel Robert E. Bitner, USA (Ret.), Editor, Military Medicine (formerly 
The Military Surgeon). 
Colonel Garrison, an eminent American medical historian, died in 1935. He was the 
author of the classic, An Introduction to the History of Medicine, coeditor of the Index 


Medicus at the Surgeon General’s Library from 1912-1927, and librarian of the Welch 
Medical Library of Johns Hopkins University School of Medicine. 


*Clippingdale, S. D.: Heraldry and Medicine. Antiquary, London. 1915, n. s., xi, 415. 
Clippingdale states that the caduceus also occurs in the arms of Sir William Broad- 
bent, Sir James Burrows, Sir Lauder Brunton, Sir Rickman Godlee, and Lord Ilkeston, 
all medical men. 

2McCulloch, C. C.: Military Surgeon, 1917, xli, 143. 

*McCulloch; op. cit., 143. 

“Frothingham, A. L.: Babylonian origin of Hermes the snake-god, and of the Caduceus. 
Am, J. Archael., Concord, N. H., 1916, xx, 175-211. 
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it had its origins in civilizations much earlier than the Greek, 
and that, in the first instance, it symbolized certain vague groups 
of mystic or magic processes which, in the cult of prehistoric 
man, were anterior to medicine, in our sense, but certainly in- 
clusive of it. 
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Caduceus on a Babylonian vase in the Louvre ’ 
(4000-3000 B. C.) 

Archaeologists have found that Hermes was originally a pre- : 
Olympian deity of Babylonian extraction, and that this proto- . 
Kermes was invariably a snake-god, who, as the deity of spring o 
time and of fertility appeared in the guise of a double snake, male ‘ 
and female, Now in the most ancient cults, the snake was always 
the symbol not merely of medicine but also of those mystic and 
magic processes which included it, and of which the power of a 
conferring fertility, potency or fecundity was one of the most awe- s| 
inspiring. In the earlier Babylonian and Hittite figurations, the at 
caduceus is not an emblem but a god in itself; in others, it is al 
carried in the hand of gods or goddesses, ‘as a sign and symbol te 
of supernatural power. : 

ce 
te 
Diagnosis is not the end, but the beginning of practice. Da 


— Martin T. Fischer 
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Clinicopathologic Conference 


U. S. Air Force Hospital, Parks Air Force Base, Calif.* 


MASS IN THE CHEST 


Summary of Clinical History. A 24-year-old man was admitted to 
the hospital on 4 May 1954 because a roentgenogram of the chest 
taken on separation from the service showed a mass posteriorly 
in the base of the right hemithorax. The patient had been com- 
pletely asymptomatic. He had been in the Air Force for two and 
one-half years and had been stationed in Texas and Korea. His 
home was in Texas. His past history was unrevealing except 
for measles while in the service and an episode of “flu” lasting 
seven days while in Texas, four years prior to admission. 


Physical Examination. The patient was a well-developed, well- 
nourished, white man in no distress. Blood pressure was 110/70 
mm. Hg, and findings of the remainder of the examination were 
within normal limits. 


Laboratory Studies. The white blood cell count was 11,050 per 
cu. mm. with 61 percent neutrophils and 39 percent lymphocytes. 
Hemoglobin was 14.5 grams per 100 ml. Erythrocyte sedimentation 
rate was 18 mm. per hr. (Wintrobe) and hematocrit was 48. Uri- 
nalysis showed an acid reaction, specific gravity of 1.020, no 
albumin or sugar, and a normal urinary sediment, 


Course in Hospital. The skin test for histoplasmosis was posi- 
tive and the tuberculin (intermediate PPD) and coccidioidin (1:10) 
skin tests were negative. Complement fixation tests were neg- 
ative for histoplasmosis, blastomycosis, and coccidioidomycosis, 
and the agglutination test was negative for histoplasmosis. Pos- 
teroanterior and lateral roentgenograms of the chest showed a 
peculiar rounded density at the base of the right lung, far pos- 
teriorly, in the paravertebral position. This shadow was con- 
cealed by the diaphragm and presented no distinguishing charac- 
teristics. There were coarse bronchovascular markings in the 





*Col. Frank H. Lane, USAF (MC), Commander. From the Laboratory Service, Capt. 
Dale G. Johnston, USAF (MC), Chief. - 
23 
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right lower lobe, and several small nodules above the diaphragm, 
There also were slight pectus excavatus, minimal end-plate ir- 
regularity, and flattening of the middorsal vertebral bodies, 


Additional roentgenograms showed that there were three dis- 
crete, nodular masses at the base of the right lung. The largest 
of these lay in the posterior costophrenic sulcus in the para- 
vertebral position. It was about 5 cm. in diameter and contained 
tiny calcifications which were invisible on the routine chest 
roentgenograms but were clearly seen on several abdominal films, 
The smaller ones were spherical, about 2.5 cm. in diameter, and 
of uniform density. In the adjacent lung parenchyma there were 
scattered calcification and fibrotic stranding. Planigrams were 
done in the frontal and sagittal planes through the lesion, but 
they did not add further information. 


The patient was presented to the chest conference and it was 
decided that bronchoscopy and exploratory thoracotomy should 
be performed. Bronchoscopy was omitted. On 25 May 1954 the 
right thorax was explored. The patient did well, except for the 
development of a temporary postoperative pneumothorax which 
disappeared spontaneously. On 23 July the patient went on con- 
valescent leave for 30 days and, on his return, chest films showed 
no remaining air in the right side of the thorax and only the usual 
postoperative changes in the right base. The patient was dis- 
charged to duty. 


DISCUSSION 


Doctor Samson:* Because this case is to be presented in the U. S. 
Armed Forces Medical Journal, and because it was picked out as a 
discussion for my maiden trial as a consultant here, I would be quite 
positive that any relationship between my diagnosis and what the pa- 
tient actually has is going to be purely coincidental; however, these 
exercises are always fun and in many ways very instructive. You can 
always take a case like this and hang a little story on it which may 
help all of us, even though I, and perhaps even the surgeons before 
operation, did not make the correct diagnosis. 


There are several things that interested me as | read through this 
protocol. First, there is no mention made of a chest film at induction, 
and I bring that up because, if there had been one and if it had been 
reported as negative, perhaps it would throw a little different light 
on what we are dealing with, when contrasted with the possibility 
that no induction film was made. If the latter is the case, we are merely 
presented with a static situation, not knowing how long the shadow 
in the chest has persisted. I am not well enough acquainted with Texas 
(the patient’s home state) to know whether any esoteric diseases de- 
velop down there. By the same token, I do not know what one might 

*Dr. Paul Samson, Associate Clinical Professor of Surgery, Stanford University, 
Palo Alto, Calif. 
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pick up in Korea or whether this may be something we might expect 
in civilian life as well as in military life. 


The past history does not seem to bring up anything startling. I know 
of no connection between measles and shadows in the chest. The phys- 
ical examination, as you might imagine, is also completely incon- 
clusive. One might point out that either a low-grade inflammation or 
a tumor could give some elevation in the leukocyte count and in the 
sedimentation rate. The differential count does not show anything 
that would give us a lead. Now, let us consider the complement fix- 
ations and skin tests. Everything was negative as far as the com- 
plement fixation was concerned. We did, however, have a skin test 
positive for histoplasmosis only, the PPD and the coccidioidin tests 
both being negative. 


Of course, we get down to the kernel of this thing when we start 
to discuss the x-rays. As I read this over, I would like to read the 
findings for emphasis: “A peculiar rounded density at the base of the 
right lung, far posteriorly, in the paravertebral position.” This shadow 
was partially concealed by the diaphragm and, apart from the presence 
of coarse bronchovascular markings in the right lower lobe, there were 
no other characteristics. There were also two or three smaller nodules 
above the diaphragm. The first question in such a situation is whether 
or not we can say with any assurance that this mass is in the lung, in 
the mediastinum, or in the chest wall, and I don’t think that we can 
tell from the description which area we are dealing with. Perhaps if I 
look at the x-rays I can’t tell either. 


Doctor Harrison:* In the posteroanterior chest film (fig. 1), you can 
see the arrow pointing to several discrete nodules containing calci- 
fication, and on the film taken after pneumoperitoneum was induced 
there is no subdiaphragmatic element. On the lateral view, the lesion 
is far posterior. 


Doctor Samson:I think it would be interesting to point out, and I asked 
the x-ray staff before the conference started, whether or not the larger 
lower shadow (which is quite obvious to us now) was actually seen 
on the chest film prior to the time that the shadow was brought out 
on a Bucky film of the abdomen (fig. 2). I am quite sure that I could 
miss it easily. My attention would be drawn to the two or three small 
nodular shadows above the level of the diaphragm and [| think you 
could miss the lower one partially obscured by abdominal organs. On 
the other hand, when you see a heavy film the shadow is so very ob- 
vious that you go back to the chest film and say, “Of course, it’s 
there.” You take ordinary frontal and lateral films and you look at them 
very carefully. If you are lucky, you will have your attention drawn to 
something like this, and then, of course, the other studies that are of 
great importance are shown here; Bucky or rib detail films, with or 
without the induction of pneumothorax or pneumoperitoneum, help us 





*Maj. Russell C. Harrison, USAF (MC), Chief of Radiology. 
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outline this type of lesion. I still am not sure whether the shadow is 
actually under the diaphragm or over the diaphragm, and nobody has 
told me. Perhaps I’m not supposed to know, but in this particular pos- 
teroanterior view it seems very definitely to be under the diaphragm. 
Do we have a lateral film at the time pneumoperitoneum was present? 
That probably would give us the answer to whether the lower shadow 
has anything to do with the others. I’m not at all sure we do not have 
a couple of red herrings. 


& 
e 





Figure 1. Posteroanterior view of the chest. 


Here is the situation then: there are several nodules or varying size, 
let’s say two of these, which might very well be in the lung paren- 
chyma, and a third much larger shadow, with little scattered areas of 
calcification, that may or may not be within the lung or may or may 
not be within the thoracic cavity, if you use the diaphragm as the 
boundary of the chest. 

Doctor Harrison: A lateral view at the time pneumoperitoneum was 


induced is not available, but the description of the x-ray report is 
that these nodules were all supradiaphragmatic. 
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i Doctor Samson: Supradiaphragmatic? That’s nice to know. I’m not 
\ sure it helps us any. 


Doctor Harrison: We also have posteroanterior and lateral planigrams 
. (fig. 3). I think you can see the very large shadow with two rather 
smaller shadows and linear shadows extending in the direction of the 





e 
) 
Figure 2. Posteroanterior roentgenogram of abdomen made during 
the gastrointestinal series. Arrows outline large, round mass 
- containing flecks of calcium. 
cal 
a diaphragm with dense stippling. This might suggest to you a gran- 
of ulomatous lesion undergoing calcification and associated with paren- 
ay chymal scarring. 
the bs 
Doctor Samson: The thing that bothers me about the lower shadow 
is that it looks spherical on all the posteroanterior views that we see 
bia but not on the lateral films. This is the problem. One can indulge in 
is flights of fancy as to what these shadows might be. I think we can 


first talk about other possible diagnostic steps. I notice that bronchos- 
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copy was advised. My only comment on that would be that I would 
think that bronchoscopy had little chance of showing anything in this 
particular situation. Had I explored this particular patient I would 
have done a bronchoscopy, but I would have done it as merely incident 
to the thoracotomy, after induction but before an intratracheal tube 


was inserted. 





Figure 3. Lateral planigram of the right side of the chest. 


The streaking in the cardiophrenic angle must make one suspicious 
of some chronic inflammatory change in the lung, entirely aside from 
these nodules. One wonders, therefore, if this may be a bronchiectasis 
and if a bronchogram may not be advisable. Then at operation, one 
can go in and under certain circumstances enucleate the nodules from 
normal lung tissue. But if those nodules happen to be part and parcel 
of a bronchiectasis, even though it is asymptomatic, one would be 
better advised surgically to take the entire lobe out. A bronchogram 
was not done and I’m not so sure that I would have done it either be- 
cause of the fact that this boy had no history of any type of chronic 
cough or repeated colds, or anything else that would lead you to be- 
lieve that he should have bronchiectasis. 


I don’t see anything in this case that would particularly make me 
wonder about an arteriovenous fistula. The shadows of an arterio- 
venous fistula are protean. We do know that some patients have no 
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symptoms whatsoever, particularly if the fistula is small and single. 
Other patients have cyanosis, dyspnea, clubbing, and polycythemia. 
It should be remembered that when an arteriovenous fistula is in the 
lung the heart is usually of normal size or is enlarged very little, 
whereas a peripheral arteriovenous fistula, if it is symptomatic at 
all, is always associated with some enlargement of the heart. [| mention 
arteriovenous fistula merely in passing. If one did consider it, the 
best thing to do would be an angiocardiogram, with particular attention 
to getting a number of spot films to determine whether or not there 
was an abnormal filling of the left side of the heart associated with 
opacification of these shadows. 


That leads us up to the point of performing an exploratory operation. 
What are the reasons for doing this? The main reason is the knowledge 
that we cannot be sure that any lesion we have seen is not a malignant 
lesion. If youread the literature you will realize that the percentage 
of malignancy varies considerably depending on the selectivity of 


the patients that are being studied. About a year ago Storey and associ- 
ates’ reviewed, from 10 reports, about 400 operated cases of so-called 
“coin” lesions (which is what we are talking about here), and in that 
over-all group 30 percent were malignant. But the percentage varied 
from about 17 percent in an article by Effler and associates’ (which 
dealt primarily with young military men in wartime situation) to 55 per- 
cent found in general thoracic practice (Davis and Klepser*). So one 
can say that, on the average, about 25 percent of these lesions are 
likely to prove malignant if you take them from all situations in prac- 
tice: young, old, males, females, et cetera. If you took them all at this 
hospital, the percentage of malignancy would be much less because I 
think probably the bulk of your patients are young military personnel. 


Secondly, if these lesions are not carcinomas of some kind, either 
metastatic or primary, then they most frequently fall into that great 
group of granulomas. I use the word granuloma because we know very 
well, as we have more experience, that many of these lesions are not 
tuberculomas. Many that were called tuberculous in the past are not. 
Some of them are due to histoplasmosis. Some of them, especially 
on the West Coast, are due to coccidioidal infection, and perhaps some 
to blastomycosis. There apparently is scattered calcification in or 
around these nodules and we are frequently asked, “doesn’t that mean 
that we are never dealing with a malignancy?” The answer, of course, 
is that even in patients with calcification, malignancy is not com- 
pletely ruled out. You can either have a coincidental carcinoma, which 
actually is not a pathologic rarity, or there can be a little calcification 
in a malignancy. Therefore, we have not completely ruled out malig- 
nancy in this patient. The fact that three nodules are present is against 
this disease being a neoplasm and is in favor of some type of granu- 
loma. My preoperative impression would be that these masses in the 
lung are probably granulomas of some kind. I cannot get any closer 
and it is up to the pathology department to do the proper tests to tell 
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if it is tuberculosis, blastomycosis, coccidioidomycosis, histoplas- 
mosis, or what not. 


The lower shadow still bothers me and I can’t explain it. I thought 
about it as I was talking here and hoped that I would get a special 
leer from someone that would give me a lead as to what this might 
be, but everybody sits there, leering right back at me, so I don’t know, 
I think the thing that bothers me about it is that I can see it so well 
in the posteroanterior projection and I can’t see it in the lateral film. 
If you tell me it presumably is above the diaphragm, then [ still have 
trouble because I can’t see above the diaphragm too well on any of 
these lateral films. In that position, you can have all sorts of possible 
lesions which might or might not connect with these nodules in the 
lung. It could be a vascular shadow, certainly. I was assured that 
it had nothing to do with the esophagus. 


On the other hand, it could be what is called an enteric cyst, some 
of which are actually attached to the esophagus and some of which 
are not, and again, I don’t know any way of telling any more about 
it than that. I think I’ll just have to pass that by, saying that I am 
worried about the diagnosis, and particularly worried as to whether 
there are two separate entities or whether they are all tied up together. 
I think that certainly I would explore this boy and be prepared, I’d 
hope, to deal with whatever I found. Of course, from a low posterior 
approach in a situation like this, one is able to go above or below 
the diaphragm with equal facility. If there is a mass immediately below 
the diaphragm and posteriorly one thinks, of course, of possible kidney 
and adrenal lesions, but those are very easily approached through the 
diaphragm. Actually, it would be the best approach to the kidney and 
particularly to the adrenal. The adrenal is closer to the surface through 
the diaphragm and tenth rib posteriorly than any other place. That’s 
the quickest way to get the adrenal out. 


There is one more important point I would like to emphasize before 
I close this discussion, and that is, we do not do extensive lung re- 
section until we have an undoubted diagnosis under the microscope. 
I think all chest surgeons who are worthy of their salt know that today. 
I don’t have to tell Doctor Bergmann or Doctor Breckler about that 
because they know it. On the other hand, there are a number of people 
doing chest operations rather casually who technically may be able 
to do a good lobectomy, but they too must remember that they cannot 
go in with a presumed diagnosis of cancer of the lung, take out the 
lung, and find an infarct or foreign body or something else. Actually, 
I’m just mentioning instances that I know recently have happened. It 
is our unvarying rule that, unless we have an undoubted diagnosis 
under the microscope, we resect the smallest amount of lung possible 
until we know what we are dealing with. I think it is actually very 
bad practice these days to operate on the assumption that one is deal- 
ing with a carcinoma, do a pneumonectomy, and then find out the pneu- 
monectomy was not necessary. There are not a few people who have 
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succumbed because of that and there are not a few more who are pul- 
monary cripples instead of having had a curative operation. 


Doctor Johnston: There are thoracic surgeons in the audience and 
I would like to stimulate some discussion. Doctor Hoffman? 


Doctor Hoffman:* This is a real problem. Although the man does not 
have bronchorrhea, the possibility of pulmonary adenomatosis might 
be considered. He is a young fellow but this is a possibility. In the 
paravertebral gutter neurofibromas are possibilities. 


Doctor Johnston: Doctor Breckler? 


Doctor Breckler:** I’m going to stick my neck way out. I'll very briefly 
eliminate neoplasm on the basis of the patient’s age, and eliminate 
granuloma for two reasons. | think that granulomatous lesions are so 
common that we wouldn’t be seeing one in a clinicopathologic con- 
ference, and second of all it is rather an unusual thing to see a con- 
figuration of three granulomas of this size in the position that they 
are in, although I am sure they can exist. So, I am going to advance 
a new diagnosis. I think that these are cystic structures and [| think 
that, because they are not filled with air or show any evidence of a 
fluid level, we can assume therefore that they are not connected to 
a bronchus. Therefore, one must hypothesize that they are cystic 
masses. pinched off at some time in the embryologic development 
of the lung. In this position, the most logical thing, to me at least, 
would be a so-called sequestration of the lung in which, for some 
embryologic reason, the bronchi lose their communication with the 
lung substance and nothing is left but a group of cystic structures 
which become filled with fluid and which incidentally have, as a blood 
supply, arterial branches directly from the aorta. So, because of the 
position, because of the patient’s age, and because of the fact that 
these are spherical densities, I am going to call this a sequestration. 


Doctor Johnston: Thank you. Are there any other comments? 
Doctor Steggall:*** What about the induction film? 
Doctor Weiss:**** We have no information about it. 


Dr. Samson's diagnosis: 
Granuloma of lung 


Doctor Johnston: Are there any other questions or comments? 


Doctor Bergmann, you were one of the surgeons on the case. Would 
you describe what you found at operation? 


Doctor Bergmann: ***** | might say that we did not make a diagnosis 


on the case preoperatively. At operation, we found dense adhesions 


*Capt. Milton C. Hoffman, USAF (MC), Assistant Chief, Orthopedic Service. 
**Capt. Irving A. Breckler, USAF (MC), Assistant Chief, Thoracic Surgery. 
***Capt. Clair T. Steggall, USAF (MC), Chief, Orthopedic Service. 
****Capt. William Weiss, USAF (MC), Chief, Pulmonary Disease Service. 
*****Capt. Martin Bergmann, USAF (MC), Chief, Thoracic Surgery. 
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Surrounding the lower lobe and, when these were severed, there was 
a cystic structure deep in the posterior sulcus which was about 5 cm. 
in diameter. It was thin walled and appeared to have no connection 
with the remainder of the lower lobe. This cyst was removed by sharp 
dissection without coming across any grossly appreciable blood supply. 
After we had done that, we thought maybe we could let it go at that, 
in line with what Doctor Samson said about conservation of pulmonary 
tissue, but we could feel the discrete masses plus much more surround- 
ing induration in the lower lobe than the film would lead one to be- 
lieve. We decided that we could not do an enucleation or local re- 
section and that a lobectomy was the only procedure that was feasible. 
This was accordingly done. In the course of the lobectomy, as the 
inferior pulmonary ligament was divided, a large artery was encountered 
and ligated. 


Doctor Johnston: Doctor Samson, would you like to comment before 
the pathologic demonstration? 


Doctor Samson: We have run into abnormal blood supply several times 
before it was ever described as sequestration, always in a situation 
where there was obvious infection or cystic disease. I have never 
seen it actually in this sort of a business where the cysts were closed 
off. We have, I think six times, run into an anomalous blood vessel, 
a couple of times unexpectedly but always in a situation where we 
operated for chronic suppuration of the lung. When the lobe was out, 
we found each time there was cystic disease, quite obviously con- 
genital, with secondary infection. The reason these patients were 
operated upon as adults is that somewhere along the line they devel- 
oped infection in the cyst and, once they develop infection in a cystic 
structure or cystic bronchiectasis, they never quite get rid of it. Anti- 
biotics will knock it down but it will keep going until such time as the 
lesion is removed. While I have read of it, this present case is new 
in my personal experience and J am not surprised that you took out two 
lesions because it looks like two shadows on the x-ray. I think it is 
always difficult to say that there are two sorts of situations and | pre- 
sume the lower mass was a pleural affair completely separate from the 
lung, if I understood you. 


Doctor Bergmann: No, we could not be sure. 
Doctor Samson: Was it a cyst? 


Doctor Bergmann: It was a cystic lesion and we did not know whether 
we were following an anatomic line in its removal. 


Doctor Samson: You took that out before you did the lobectomy? 


Doctor Bergmann: Yes. It was adherent to the lung. 


Doctor Samson: Well, it is hard to say and | think that from the plani- 
gram you would suspect some sort of a chronic inflammatory disease. 
This sort of streaking usually means increased fibrous tissue in the 
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lung. It is new in my experience that you would have an abnormal 
blood supply, with sequestration as it has been called, in the face of 
closed-off cysts. Those of you who have never cut across one of those 
anomalous vessels without knowing it until after it is cut have an 
experience waiting for you. 


PATHOLOGIC DISCUSSION 


Doctor Johnston: Are there any other comments? The pathologic diag- 
nosis rests with bronchopulmonary sequestration. This was a new 
entity to me also and we have prepared a brief pathologic demonstration 
of this disease. I found that Doctor Bergmann has a couple of cases 
that he is preparing for publication so I would like to ask him to de- 
scribe the entity briefly and show us a few illustrations of his cases. 


Doctor Bergmann: In the present case, after we removed the specimen, 
we did injection studies using lipiodol through the aberrant vessel and 
through the so-called normal pulmonary vessels. Then we took x-rays 
of the specimen. These are of some interest. In the first, you can faint- 
ly see the lipiodol in the aberrant vessel and the calcifications (fig. 4). 
Of course, the large separate cyst is gone and no longer connected 
to this specimen. You see the anomalous vessel which supplies the 
lower part of this lobe. With more dye injected through this vessel 
(fig. 5), we visualized one of the branches or tributaries of the in- 
ferior pulmonary vein. This vein was identified as such at the time 
of operation and it filled, to our surprise, on this film. 


I have seen two similar cases previously at the Jewish Hospital 
in St. Louis. One was a case report we found in our autopsy files. 
The other was of a 15-year-old boy who had a cyst with an air fluid 
level and who was operated on because of the cyst. In that patient, 
there were no less than six anomalous vessels entering the lung. In 
the autopsied patient, there were two anomalous vessels. We have 
gone over the literature and have not found, from previous records, 
any instance of more than one anomalous vessel entering the lower 
lobe. This has practical importance because it is quite easy to find 
yourself face to face with one of these vessels, tie it, and then, with- 
out expecting to find others, come up against a few more. The other 
thing that was interesting about these cases is that the autopsy case, 
in which the lesion was an incidental finding, was one of a bronchial 
adenoma in the wall of a large cyst. This would perhaps not be un- 
expected to people like Doctor Evarts Graham who for years have talked 
about the coexistence of congenital anomalies and certain lung tumors. 


Our special interest in these cases, however, was in the double 
blood supply. Pryce and others* have previously described the devel- 
opment, out of proportion to the patient’s age, of arteriosclerosis in 
the anomalous vessel. In these patients, however, we found that there 
was no marked arteriosclerosis in the anomalous vessel but that the 
sections of the pulmonary artery showed arteriosclerotic changes out 
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Figure 4. Roentgenogram of resected right lower lobe showing 
lipiodol injection through the aberrant vessel. Figure 5. Same 
as figure 4, after injection of more lipiodol. Note visualized 
inferior pulmonary vein. 





Figure 6. Elastic stain of wall of aberrant artery. The wall is of greater thick- 
ness and contains more elastic fibrils than does a normal pulmonary artery. 
Figure 7. Elastic stain of wall of normal pulmonary artery. Magnification is 
the same as that in figure 6. 





jul 


to 
ca. 
st 


ao: 
cot 
als 
no 
co 
ine 





ere 





July 1955) CLINICOPATHOLOGIC CONFERENCE 10 35 


of all proportion to the age of the patient. The pulmonary vessels in 
the 15-year-old boy had more arteriosclerosis than you would see in 
a 70-year-old person. As you know, the pulmonary arteries are rela- 
tively immune to degenerative changes. In the autopsied patient, the 
arteriosclerosis of the pulmonary vessels on the affected lobe was 
also much more severe than in other parts of the lung. 


Another aspect of this problem, in which we were interested, was 
to establish the nature of the anomalous vessels. They have been 
called pulmonary with abnormal connections. Actually, the histologic 
structure showed them to be quite different from pulmonary arteries, 
and they resembled the muscular or hybrid arteries that arise from the 
aorta. Their elastic fibers were longer and thicker and their walls 
contained much more muscle than there is in pulmonary arteries. We 
also did micro-incineration studies of the anomalous vessels and of 
normal pulmonary arteries. Arteriosclerosis in blood vessels is ac- 
companied by an increase in the mineral ash residue following micro- 


incineration. The 15-year-old boy’s vessels were micro-incinerated 
and showed far more mineral content in the pulmonary artery than you 
would find in a normal pulmonary artery. By comparison, the anomalous 
vessel had very little mineral content and did not show signs of arterio- 
sclerosis. Our explanation is that the anomalous vessel is built to 
withstand the high pressure to which it is exposed. The pulmonary 
vessels as such are not geared to that type of pressure and they re- 
spond to increased pressure, as all vessels probably do, by degenera- 
tive changes. I might say that these are very marked, not only in the 
true pulmonary arteries, but there is also a marked phlebosclerosis, 
probably reflecting the propagation of the increased pressure into the 
venous circulation. 


Doctor Johnston: The specimen received in the laboratory consisted 
of the lower lobe of the right lung which was injected with formalin 
before section, and a separately submitted cystic mass measuring 
5 cm. in diameter. Since this disease is new to me, | will first present 
definitions. Sequestration, according to the dictionary, means sep- 
aration, isolation, or seclusion. Bronchopulmonary sequestration means 
partial or complete developmental separation of a portion of a lobe 
of lung from its continuity with the normal bronchial tree. This can 
be of two types: intralobar, in which the separation exists within the 
pleura of the lobe of the involved lung; and extralobar, which exists 
when there is a separate cyst encased in separate pleura. 


The posterior and lateral surfaces of the pleura of the lower lobe 
of the right lung were covered by firm fibrous adhesions. An aberrant 
artery, 0.5 cm. in diameter, entered the inferoposterior medial margin 
and was distributed to the posterior basal segment. This region was 
pale yellow-gray and firm. Throughout were cysts varying from 0.1 to 
2 cm. in diameter. These were lined by pale gray, glistening tissue. 
The lumen of the bronchus of this segment was smaller than the lumina 
of other bronchi in the lobe. Communication between the cysts and 
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bronchi could not be demonstrated, although a small bronchus was 
found adjacent to the wall of the largest cyst. 


Microscopic examination revealed many cysts lined by typical respir- 
atory type of epithelium surrounded by loose connective tissue in which 
smooth muscle fibers, cartilage, and lymphocytes were found. More 
dense fibrous connective tissue filled the spaces between cysts. This 
was infiltrated by lymphocytes, plasma cells, and macrophages, some 
containing brown granular pigment and others with foamy cytoplasm. 
A small focus of caseous necrosis was found in the cystic area. Ac id- 
fast bacilli and fungi were not identified with special stains. The 
aberrant artery was an elastic-type artery‘similar to a pulmonary artery, 
although stains for elastic tissue revealed larger and more abundant 
elastic fibers (fig. 6)than in a comparable section from a normal pul- 
monary artery of the same size (fig. 7). The wall of the aberrant artery 
in the region of the intima was the seat of moderate atheromatous 
change. An accompanying vein was not demonstrated. There were many 
small, muscular, bronchial-+type arteries throughout the diseased tissue. 


The separate cyst was 5 cm. in diameter, soft, fluctuant, and covered 
by a thin, smooth, glistening, dark red-blue tissue. Blood vessels were 
not identified on the surface. A cut surface consisted of cysts similar 
to but larger than those of the lower lobe of the right lung. The cysts 
were filled with gray, glistening, tenacious secretion. 


Microscopic examination of this cyst revealed large and small cysts 
similar to those of the first specimen. Vessels of the small muscular 
type were seen. There were no elastic-type vessels in this specimen. 


Doctor Breckler mentioned something of the pathogenesis of this 
disease. In the very early development of the embryo, the primitive 
gut is covered by a vascular network of the splanchnic plexus which 
is in intimate association with the dorsal aorta. At about the 3- or 
4-mm. stage, the anlage of the lung sprouts from the foregut and carries 
with it part of this plexus. This is called the postbranchial pulmonary 
plexus and into this the right sixth aortic arch connects to become 
the pulmonary artery. Now, if, for some reason in the course of devel- 
opment, there is not a severance of this communication between the 
postbranchial pulmonary plexus and the dorsal aorta, anomalous arter 
ies may remain and be directed into the base of one or both lungs. In 
the development of the pulmonary bronchial tree at about the fetal age 
of six months, there are some 17 generations of bronchial branching, 
and then the process slows down until after birth. After birth, the 
branching continues into midchildhood. At the time it ceases, there 
are 24 generations of bronchial branching. The concept which I be- 
lieve originated with Pryce and associates, who first described a 
series of these (although there were individual reports before), in- 
cludes the traction theory, which accounts for the breaking off of de- 
veloping bronchial buds by the traction exerted by the aberrant vessel. 
There are cases reported of aberrant vessels without pulmonary anom- 
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alies. Pryce and others have divided the abnormalities into three gen- 
eral categories. Type 1 lacks pulmonary anomalies, the vascular supply 
to normal lung being through the anomalous vessel. Type 2 is de- 
scribed as pulmonary sequestration in which the vascular supply 
through the aberrant vessel is also distributed to normal adjacent pul- 
monary tissue. Type 3 occurs when the anomalous vascular supply is 
limited to the sequestration. Others have said that this process of 
traction on developing buds from the anomalous vessel during embryon- 
ic development will even account for agenesis of the lung. 


Pathologic diagnosis: 
Bronchopulmonary sequestration with both intra- and 
ex tralobar sequestration 


Doctor Johnston: Extralobar sequestration is synonymous with an 
accessory lower lobe of lung. 


I would like to ask Doctor Weiss if he would say a few words about 
the clinical aspects of this particular disease. 


Doctor Weiss: Fortunately, I am in the same position as the pathol- 
ogist here. All I have to do is transmit a little information gleaned 
from a recent article by Bruwer and associates® on the clinical aspects 
of this rather unusual lesion. This was a report of five cases subse- 
quent to a previous report by him and his group® at the Mayo Clinic 
in 1950 when they reported their first five cases. A recent editorial’ 
in the Journal of the American Medical Association reviews much of 
the literature on this subject. From the standpoint of incidence, Bruwer 
and others* mentioned that they were able to collect 79 cases in which 
the lesions had been resected. These included cases not only of actual 
pulmonary sequestration but some cases of anomalous vessels only. 
Pryce and co-workers mentioned that five cases were found during 
the course of 280 resections, making an incidence of 1.7 percent of 
resected pulmonary lesions. 


Personally, when we uncovered this case, this was a new entity to 
me, too, but as I look back about nine years I can recall one other 
case in my own experience. A child of 11 years of age seemed to have 
an empyema in the left chest and died rather suddenly of exsanguina- 
tion due to erosion of the left subclavian artery by the infection. Under- 
lying this was a collapsed lung with cystic disease, and an anomalous 
vessel came off the aorta to supply the base of the lung. At that time 
we didn’t make the diagnosis either, even at autopsy. The correct 
diagnosis was suggested at a clinicopathologic conference by Doctor 
John Alexander, who was visiting the hospital. In 69 cases in the 
literature in which the side was mentioned, the right side was involved 
in 30 cases, the left in 38, and only one case was bilateral. Bruwer 
and associates mention sex in only 30 cases; 20 patients were male 
and 10 female. Five cases were associated with one of the following 
congenital anomalies: diaphragmatic hernia in the first case, even- 

















1038 U. S. ARMED FORCES MEDICAL JOURNAL (Vol. VI, No. 7 


tration of the diaphragm in the second, pulmonary arteriovenous fistula 
in the third, pulmonary agenesis in the fourth, and congenital cystic 
disease in the fifth. 


Clinically, most of these conditions are manifested by symptoms 
of intermittent infection, and this usually starts during the first two 
decades of life. There is nothing specific about the clinical picture 
and [| think the diagnosis is probably very seldom made preoperatively 
unless one is aware of the entity. On roentgenogram one sees, however, 
a rather characteristic location, as Doctor Breckler mentioned; a pos- 
terior basilar location, frequently with solid masses or cavities. If 
the cavities have fluid levels, they have a small communication with 
the bronchial tree. We should have done a bronchogram in this case 
because it probably would have pointed to the correct diagnosis for 
anyone who was acquainted with the disease because the lipiodol 
would certainly fail to enter the involved bronchial tree. The findings 
on bronchoscopy are not specific. In the differential diagnosis, I’ll 
just mention a few things that come into consideration: abscess, empy- 
ema, congenital cyst, granulomas, neoplasm, and probably more bizarre 
things such as echinococcus cyst. 


Doctor Johnston: Doctor Samson, would you like to close the meeting? 


Doctor Samson: | think it is most interesting, and I think Doctor Berg- 
mann, Doctor Weiss, and Doctor Johnston should be congratulated for 
the presentation you have just seen this morning. These unusual things 


that come along are unusual only because we haven’t seen them. 
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A doctor must work eighteen hours a day and seven days 
a week. If you cannot console yourself to this, get out of 
the profession.—Martin T. Fischer 
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. Oxyphil Cell Adenoma of the Tongue 

= H. HASKELL ZIPERMAN, Lieutenant Colonel, MC, USA 

ly THOMAS H. CAPERS, Captain, MC, AUS 

f, XYPHIL CELL adenoma (oncocytoma) is a rare tumor sel- 

s- dom occurring in any site other than the parotid gland and, 

If to the best of our knowledge, never previously reported in 

th a person younger than 49 years of age. When first seen, this 

e five and a half-year-old patient presented a problem in diagnosis 

ae because tumors of the tongue other than those originating from 

ol the tongue mucosa are rare. The clinical characteristics of this 

. tumor, however, suggested a subepithelial tumor originating deep 

a. within the tongue structure. In considering the differential diag- 

, nosis, due thought was given to the possibility of this represent- 

. ing either a hemangioma, a lymphangioma, a rhabdomyoma, a leio- 
myoma, or a rhabdomyosarcoma. Because of the extreme rarity 

of oncocytoma in this location and in a child, this was not even 
considered in the differential diagnosis, 

: CASE REPORT 

, A five and one-half-year-old girl was admitted to this hospital on 
9 August 1953 because of a tumor mass in the midportion of the left 
half of the tongue. Her mother stated that she had first noticed this 

' mass in May of 1953 and, so far as she could tell, it had not increased 

, in size. 

” The patient had a nontender tumor mass, about 2 cm. in diameter, 

- deep within the midportion of the left half of the tongue. The mucosa 

th over the mass appeared normal. With the exception of moderately hyper- 






trophied and mildly inflamed tonsils, all other findings (physical exam- 
ination, laboratory, and roentgenographic) were within normal limits. 
On 11 August the mass was totally removed through an incision on 
the left lateral side of the tongue. The tumor was found completely 
encapsulated and was easily shelled out by blunt dissection from the 
surrounding muscle fibers. 









Pathologic Findings. Grossly, the tumor was well circumscribed 
and encapsulated. It measured 2 cm. in diameter and exhibited a soft, 
gray-tan, cut surface which appeared slightly lobulated by thin strands 
of connective tissue. There were no cystic areas. 






Microscopically (figs. 1 and 2), the tumor appeared to be encapsul- 
ated by areolar and fibrous connective tissue arising from the surround- 
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ing tongue stroma. The fibrous tissue coursed in a trabecular pattern 
into the tumor mass, separating it into fairly large groups of cells 
arranged in cords and columns. In a few places near the margin of 





Ji 





Figure 1. Photomicrograph of oxyphil cell adenoma of the tongue. (* 1uu) 


the tumor, the connective tissue contained a few fibers of normal, well- 
differentiated, striated muscle. The individual tumor cells were large 
and generally round or oval in shape. The cytoplasm of the cells had 
a variably intense, strongly eosinophilic staining property and, under 
high magnification, was distinctly granular in appearance. The nuclei 
were usually central in location, oval in shape, and were small to 
moderate in size. In many there was a deeply staining, prominent, 
single nucleolus. Occasionally, the nuclei were slightly irregular 
in shape and eccentrically located. Definite mitotic figures within 
the cells were not observed. 


Within some of the cell groups there were a few pseudoacinous 
spaces. Many of the cells were situated within clear spaces. In a 
few of the adenoid-appearing spaces there was an accumulation of 
eosinophilic material. Several lymph spaces but no definite duct spaces 
were observed in the tumor mass. This was considered to represent 
an oxyphil cell adenoma (benign) of the tongue. (This diagnosis has 
subsequently been confirmed by the Armed Forces Institute of Path- 


ology.) 
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Postoperative Course. About two weeks postoperatively a small 
stitch abscess of the tongue was incised, yielding about one milli- 
liter of pus. 





Figure 2. Photomicrograph of a section of the biopsy specimen showing oxyphil 
cell adenoma. (* 450) 

In December, a biopsy of an area of firmness of the left border of 
the tongue was performed because it could not be determined clinically 
whether this represented scar tissue or a recurrent tumor mass. The 
biopsy specimen consisted of scar tissue. No evidence of recurrent 
tumor could be found. 


DISCUSSION 


Because these cells are usually only found in patients more 
than 50 years of age, and because oncocytes occur in increasing 
numbers with advancing age, it has been postulated that these 
tumors arise from senescent changes in a parotid duct cell whose 
counterpart exists in a variety of locations, including trachea, 
pharynx, esophagus, buccal mucosa, pancreas, hypophysis, 
breast, thyroid, parathyroid, fallopian tube, liver, and stomach. 
The precise significance of these cells occurring in such a 
variety of locations defies explanation. In spite of the wide- 
spread distribution of the cell type, tumors formed by oncocytes 
have been found only in salivary glands, pancreas, thyroid and 
parathyroid glands, and hypophysis. 
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Meza-Chavez’* widened previous observations with regard to 
the occurrence of these cells in the normal parotid gland. He 
found oxyphilic cells in nine of 100 parotid glands examined at 
autopsy. In four patients who came to autopsy, the cells produced 
nodular hyperplasia and in five they were present in ducts or 
acini. Foote and Frazell? reported that in over 800 salivary gland 
tumors of all types examined at Memorial Hospital between 1930 
and 1949, only a single oxyphil cell adenoma was found. 


The exact origin of the oncocyte remains a mystery. According 
to Ackerman,’ they are not normally found in persons under 20 
years of age. The Welsh cells of the parathyroid gland (a related 
cell), representing an exception to this rule, usually occurs in 
late childhood but has been found as early as the seventh year, 
It has been suggested that oxyphil cells represent a new form 
of an already differentiated cell, or the equivalent of rediffer- 
entiation. The natural occurrence of these cells with increasing 
age has been used as evidence that their peculiar appearance 
is the result of senescent change. The fact that they apparently 
reproduce amitotically, whereas in physiologic regeneration of 
salivary glands mitosis is the rule, is additional evidence sup- 
porting the idea of senescent change. None of the oxyphil cells 
seem to have a function other than as a lining cell for ducts and 
acini. We saw no evidence of duct structure in the tumor from 
our patient to suggest other than unicellular origin, as was true 
in the case presented by Christopherson.‘ 


The occurrence of this tumor in a child is most unusual be- 
cause heretofore this tumor has been reported as occurring solely 
in adults more than 49 years old. We believe that this exceptional 
case casts some doubt on the concept that the tumor results from 
an overgrowth of a senescent salivary duct cell. It is further 
unusual that.the tumor occurred in the tongue. To our knowledge, 
no instance of this tumor in the tongue has previously been 
recorded, 
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Stop telling men not to worry; all thinking men do; and 
such only do the world’s work. —Martin T. Fischer 
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A Peculiar Nodosity 
Associated With Arthritis 


HOWARD S. YAFFEE, Lieutenant, junior grade (MC) USNR 


ODOSE LESIONS are found in many conditions and may 

be produced by multiple causes. The following is the 

report of a case of peculiar, recurring nodosities associ- 
ated with arthritis. 


CASE REPORT 


A 24-year-old, white, single seaman entered the U. S. Naval Hospital, 
Chelsea, Mass., on 23 October 1953 complaining of pain and swelling 
of the left knee of four weeks’ duration. 


Present Illness. On 15 June 1953 the patient’s left knee had been 
wedged between a dock and a motor launch. An area of redness, “like 
a brush burn,” appeared over the inner left knee, which was swabbed 
with merthiolate and bound with an ace bandage in the ship’s sick 
bay. The next morning his entire left leg was swollen, discolored, 
and cyanotic. Examination disclosed diminished peripheral pulses 
and a palpable cordlike swelling of the left calf. A diagnosis of throm 
bophlebitis, secondary to trauma, was made. Treatment consisted of 
bed rest, ace bandages, and 180 mg. (300,000 units) of penicillin twice 
a day for five days. Two weeks later an erythematous, fluctuant area, 
resembling a “blood blister,” appeared spontaneously over the medial 
left calf. “Thirty-six milliliters of serosanguineous fluid” was aspirated 
from the lesion. Two weeks later the patient appeared to be completely 
well and returned to duty. 


On 3 July he injured his right knee in the same manner as previously 
described, and immediate pain, swelling, and limitation of motion fol- 
lowed but subsided on a few days of limited duty. 


On 30 July the patient noted the gradual appearance of erythematous, 
dusky, slightly tender “lumps” on the right thigh and left iliac crest. 
These lesions slowly enlarged and discharged a thin brownish fluid. 


One week later the patient was admitted to a small dispensary in 
Naples, Italy, at which time a new lesion was noted on the lower part 
of his abdomen. Laboratory studies, consisting of a complete blood 
count, hemoglobin determination, Kahn test, and bleeding and clotting 
times, were within normal limits. Culture of the drainage from a lesion 
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on the left iliac crest was negative; however, a few gram-positive 
cocci were seen on smear. Despite the absence of fever or consti- 
tutional signs and symptoms, the patient was hospitalized for two 
weeks, receiving hexavitamin and ascorbic acid tablets. The lesions 
subsided slowly leaving erythematous, stellate, slightly puckered 
scars. He was returned to duty with a diagnosis of nonspecific cellu- 
litis. 

On 15 September the patient’s left knee swelled without apparent 
cause. He was treated with limited activity, ascorbic acid tablets, 
aspirin, and terramycin (brand of oxytetracycline). Because of the per 
sistent swelling he was transferred to the U. S. Naval Hospital, Chel- 
sea, Mass., on 23 October, with the diagnosis of “traumatic synovitis.” 


Past History. When he was a child the patient had had numerous 
attacks of sneezing and dermatitis after mowing a lawn. In 1945 he 
had had hematuria for three days following a football injury. In 1951 
he received aureomycin for one week because of acute laryngitis. In 
March 1953 he injured his back while carrying a load of sugar, following 
which he had a temperature of from 100° to 101° F. for two weeks. He 
was treated with 0.3 gram of aspirin every four hours, 180 mg. (300,000 
units) of penicillin twice a day, and finally 250 mg. of aureomycin every 
three hours. 


He is fond of milk and drinks large quantities, as much as nine 
quarts a day. Family history and system review were noncontributory. 


Physical Examination. The patient was tall, alert, intelligent, and 
co-operative, and appeared to be in good health. Positive findings 
were limited to the skin and joints. Two dusky, erythematous, pig- 
mented scars were present over the upper medial part of his right thigh 
amd left iliac crest. He walked with a marked limp. The left knee was 
swollen, partially flexed, and externally rotated. There was obvious 
periarticular and intra-articular effusion with pitting edema present 
to the level of the tibial tubercle. The synovial margin was thickened 
and tender. Motion was limited to flexion of 40° and extension of 160°. 
There was no instability of the leg. 


Laboratory Findings. Laboratory data revealed a white blood cell 
count of 8,100 per cu. mm.; differential count, hemoglobin, and uri- 
nalysis were within normal limits. Roentgen examination disclosed 
soft tissue effusion without bone injury. 


Course in Hospital. On the day following the patient’s admission 
to the hospital, 50 ml. of yellow opalescent fluid, which was sterile 
on culture and smear, was aspirated from the joint. A culture taken 
for acid-fast organisms was later reported negative. The fluid was 
*loaded with red and white blood cells.” Flocculation occurred on 
addition of dilute acetic acid, indicating the presence of abnormal 


mucin. 
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On 25 October, two days later, the right knee became red, hot, and 
swollen. The process subsided in two weeks but there was residual 
swelling and limitation of motion. The temperature remained normal. 
Laboratory studies including sedimentation rate, blood uric acid, intra- 
venous pyelograms, roentgenograms of the chest, and an electrocardio 
gram were all within normal limits. 





Figure 1. Perivascular round-cell infiltration in the papillary layers of the 
dermis is seen in this photomicrograph of a specimen from a healed scarred 
area. The epidermis shows heavy pigmentation of the basal layer of the 
Stratum germinativum. (X 100) 


On 19 November, without apparent cause, both knees again became 
acutely inflamed. Hot packs produced only slight improvement. Aspi- 
ration of the joint was repeated, yielding 8 ml. of fluid containing 28 
polymorphonucleocytes but otherwise unchanged from findings of pre- 
vious examinations. Twenty-five milligrams of hydrocortone acetate 
(brand of hydrocortisone acetate) in saline suspension was instilled 
into each joint cavity, with resolution of inflammation in four days. 
However, six days after treatment the knees again became red, hot, 
and swollen. The intra-articular hydrocortone was once more adminis- 
tered, with complete subsidence of arthritis in three days. 


The patient remained well until 16 December, at which time an ery- 
thematous, indurated, slightly tender lesion was observed on the upper 
medial part of the left thigh. The patient was transferred to the derma- 
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Figure 2. Extensive fat necrosis with infiltration by great numbers of macro- 
phages, lymphocytes, and scattered polymorphonucleated cells is shown in 
this photomicrograph of a specimen from an active lesion. (X 200) 
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Figure 3. Photomicrograph of a specimen from an active lesion. (* 200) chr 
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tology service for further observation and study. His temperature and 
vital signs were normal. Laboratory studies, including blood chemical 
determinations, liver function tests, repeated sedimentation rates, coc- 
cidioidin test, repeated tuberculin skin tests (using PPD, first and 
second strength) were all normal. 


Histopathologic Findings. Biopsy of a specimen from a healed, 
scarred area (fig. 1) revealed moderate scarring of the dermis with 
collections of foam cells. Perivascular roundecell infiltration was 
noted in the papillary layers of the dermis. The epidermis was intact 
with moderate spongiosis and exhibited heavy pigmentation of the 
basal layer of the stratum germinativum. Specimens from the active 
lesion (figs. 2 and 3) showed extensive fat necrosis with infiltration 
by great numbers of macrophages, lymphocytes, and scattered poly- 





Figure 4. Photomicrograph revealing a granulomatous infiltrate of foam-laden 
macrophages, giant cells, and round cells in the corium and subcutaneous 
layer. There is perivascular cuffing of lymphocytes and areas of Wucher 
atrophy. (X 100) 

morphonucleated cells as well as eosinophils. Large numbers of foam 

cells were present within the area of necrosis. Pronounced fibroblastic 

activity was noted within the interlobular connective tissue. From one 
large area of subcutaneous fat necrosis a tract extended to the over- 
lying dermis. The tract was filled with fat-laden macrophages, cellular 
debris, disrupted collagen, and inflammatory cells, and was lined with 
chronic granulation tissue containing large numbers of epithelioid cells 
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and scattered inflammatory cells. The epidermis was slightly irregular 
ly spongiose and well contained. There was moderate pigmentation 
without evidence of specific infection or malignancy. 


Diagnosis. The diagnosis was reported as compatible with the Weber- 
Christian syndrome. The slides were reviewed by several other com- 
petent pathologists, including a histopathologist of the skin. They 
could not reach a specific diagnosis; however, one of them was struck 
by the marked collagen disruption and necrosis, reminiscent of granu 
loma annulare. 








‘ > . _ 
Figure 5. Photomicrograph showing an area of collagen 
necrosis in the midcorium containing foci of chronic im 
flammatory cells. (< 100) 
Clinical Course. On a regimen of bed rest without medication the 
lesion subsided, leaving a superficial zone of pigmentation. The pa- 
tient was discharged to his ship apparently well. 


On 19 February 1954, while the patient was at sea, without apparent 
antecedent cause, new cutaneous nodosities appeared over his lower 
abdomen and inner right thigh. Additional lesions involving the right 
hip region appeared during the next six weeks. These lesions drained 
as did several others previously. 
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On 7 April the patient was readmitted to the hospital, where he ap- 
peared well except for slight pain in the left shoulder and two active 
lesions from which drained a thin, brownish, watery fluid. Laboratory 
studies, including roentgenograms of the knees, shoulder, and skull, 
showed no abnormalities. Figures 4 and 5 are photomicrographs of 
biopsy specimens at this time. 


Bacteriologic study of the drainage was negative on smear, culture, 
and acid-fast examination. A fat stain on the material revealed clumps 
of free fat. A frozen section stained for fat disclosed free fat extending 
into the superficial dermis, lying free in large globs, and enclosed 
in large macrophages. 





Figure 6. Appearance of patient’s lesions. 


The lesions again subsided in about three weeks without treatment, 
but recurred again (fig. 6). After discharge from the hospital lesions 
again recurred, involving the back and arms, subsiding as before. 
Throughout the course of the illness, the patient has felt entirely 
well, with no evidence of fever, weight loss, or other constitutional 
symptoms. 

DISCUSSION 


The reported case, although possibly related to the Weber- 
Christian syndrome, is believed unique. Of etiologic interest 
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is the large milk consumption, as much as nine quarts a day, 
However, it is unlikely that he obtained this quantity while at 
sea. The relationship to trauma and thrombophlebitis is not 
clearly defined, although possibly connected with his subsequent 
course. 


The arthritis in this patient is somewhat atypical, probably 
representing a form of rheumatoid arthritis. The distinction be- 
tween traumatic and rheumatoid arthritis is discussed in a mono- 
graph by Ropes and Bauer’ who point out that trauma is frequent- 
ly the precipitating factor in rheumatoid arthritis and this be- 
comes especially confusing in monarticular disease, If joint 
symptoms do not appear for 12 hours or more following trauma, 
or persist for a month or so after, one should hesitate to make 
the diagnosis of traumatic arthritis. 


Somewhat unusual, but by no means rare, is the absence of 
constitutional signs and symptoms such as fever, easy fatiga- 
bility, weight loss, anorexia, splenomegaly, and debility. Sim- 
ilarly the laboratory findings were within normal limits, including 
repeated sedimentation rates, a finding noted in 5 to 10 percent 
of patients.? That the local joint disease is of a mild nature is 
confirmed by the lack of objective evidence of bone changes, 
such as subchondral atrophy and so on. The abnormal clumping of 
mucin on addition of diluted acetic acid is suggestive of changes 
noted in the joint fluid of patients with rheumatoid arthritis. In- 
fectious arthritis is ruled out by the history, laboratory findings, 
and clinical course. 


The response to 25 mg. of intra-articular hydrocortone followed 
by a “rebound” in six days, with apparent cure by reinstillation, 
is of interest. The reappearance of cutaneous lesions, 19 days 
after the initial injection of hydrocortone, suggests a possible 
etiologic relationship; however, the rather prolonged latent period 
and the absence of lesions at the site of injection seem to miti- 
gate against this hypothesis. 


The differentia! diagnosis of the cutaneous lesions included 
erythema nodosum, erythema induratum, nodular vasculitis, drug 
eruption, lymphoma, atypical collagen disease, factitial lesions 
such as those produced by camphor injections, and the Weber- 
Christian syndrome. Of these, only the latter need be considered. 


The Weber-Christian syndrome was first delineated by Weber 
in 1925, although single cases had been previously described by 
Pfeifer* and Gilchrist and Ketron.® It is a relapsing, nonsup- 
purative, febrile panniculitis. In past years numerous cases with 
single and multiple lesions,’ with and without fever,’ with and 
without suppuration,® and at times, associated with arthritis,’ 
rheumatic fever,’° and other collagen diseases have teen re- 
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ported. Suggested causes are varied, including drugs, bacteria, 
heat, cold, or trauma.’*~** The syndrome is probably a variable 
clinical and pathologic response to diverse agents. Beerman’s*’ 
views on the pathogenesis of this condition is up to date and 
worthy of review. 


I believe that my case, although vaguely related to Beerman’s, 
is unique. The initial cutaneous lesion was described as a “blood 
blister” containing “serosanguineous fluid.” It is important to 
correctly establish the nature of the fluid as the initial diag- 
nostic aid, Pseudobullae containing fatty material have been 
described, both in local and in generalized distribution, in cases 
of fat necrosis,**~*° 


In one such case microscopic examination disclosed oily 
globules. Such examination differentiates the absence of red 
blood cells, ruling out a hemorrhagic exudate. It is vital that 
bacteriologic preparations be collected using aseptic technic, 
because in this patient a mistaken diagnosis of cellulitis was 
entertained after a smear in a small field dispensary revealed 
“gram-positive cocci,” undoubtedly contaminants from the skin. 


The pathologic picture is believed to be the major factor in 
differentiation of the entity reported. In this case pathologists, 
including a dermatopathologist, were loathe to make a specific 
diagnosis, despite the marked panniculitis, because necrosis 
was seen both in the fat and in the collagen tissue. The changes 
in the corium were severe, a finding not seen in the Weber- 
Christian syndrome.” The.disruption of collagen and necrosis 
raised the possibility of granuloma annulare-like disorder, al- 
though the other features of marked reaction of the fat, such as 
necrotic masses of free fat and foamy macrophages, rule this 
out. 

SUMMARY 


A case of recurring nodose lesions in a 24-year-old white 
seaman, in which there was associated arthritis, presumably 
rheumatoid in nature, was possibly precipitated by trauma and 
followed by thrombophlebitis. Of interest is the prolonged his- 
tory of excessive milk ingestion. The pathologic features of the 
cutaneous lesions were a necrotizing panniculitis with additional 
collagen necrosis. This disease process is recurrent and appar- 
ently has not affected the patient’s general condition. 


ADDENDUM. Correspondence with the patient reveals that he has continued 
to develop new lesions over the arms, legs, unk, and abdomen which drain as 
described. The material soils his clothing and bedding and has caused inter 
mittent depression. Despite his cutaneous affliction he has otherwise remained 
well. He is working and is active. He is under the care of an internist and has 
received no treatment to date. 
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Half the modern drugs could well be thrown out the win- 
dow, except that the birds might eat them. 
—Martin T. Fischer 
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schistosomiasis of the Colon Treated by 
Resection 


PAUL V. KIEHL, Lieutenant Colonel, MC, USA 
JAMES S. MITCHENER, Jr., Captain, MC, NGUS 


is surpassed only by malaria and tuberculosis. Three types 

of schistosomes are the causative agents: Schistosoma 
mansoni, Schistosoma haematobium, and Schistosoma japonicum. 
Only S. mansoni, which has the widest distribution, is present 
in Puerto Rico. Weller and Dammin,* in a study of selective serv- 
ice registrants in Puerto Rico, found the ova of schistosomes 
in 9.97 percent of 19,339 men on whom a single stool examination 
was done, This organism attacks principally the liver and the 
colon. Massive and repeated infestations cause portal cirrhosis 
and eventually portal hypertension. In the colon, varying degrees 
of proctitis occur but only rarely do large granulomatous lesions 
requiring surgical removal develop. 


© aaa e as a public health problem in the tropics 


Man contracts the disease by physical contact with fresh water 
polluted with ova from human excreta. The snail acts as an inter- 
mediate host, ingesting the ova, and releasing motile cercariae 
which penetrate the epidermis and mucous membranes of man, 
These forms finally migrate to the portal venous system where 
they undergo maturation into separate sexes. Myriads of ova are 
produced. Some of these migrate to the minute portal venous 
branches, producing granulomata and fibrosis, while others are 
extruded into the lumen of the gut and are passed in the feces, 
thus completing the cycle. Ova lodging in the submucosal wall 
of the gut, particularly the rectum, occasionally produce the large 
intraluminal granulomata seen in our patient. These organisms 
do not multiply within the definitive host (man) but the damage 
is done by continuous deposition of ova, Thus it seems that 
repeated reinfestation with the asexual cercariae from polluted 
water is necessary to produce the severe manifestations of the 
disease. 


According to Kehoe and Lang,? who conducted a study on 
military personnel in Puerto Rico, 46 percent of their 129 patients 
were asymptomatic, Also in Puerto Rico, Hernandez Morales’ 
found that 50 percent of 255 patients studied had only prominent 
vascularity of the rectal mucosa with scattered minute hemorrhag- 


From Rodriguez Army Hospital, San Juan, P. R. 
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ic areas, particularly in the proximal rectum. In five patients 
he noted small papillomatous lesions but no large ones. Many 
patients with normal-appearing rectal mucosa will show micro- 
scopic evidence of the disease if a biopsy of the rectal mucosa 
is taken, 


The treatment of schistosomiasis due to S. mansoni is prima- 
rily medical, surgical treatment being reserved for localized 
lesions. A venous shunt procedure may become necessary in this 
disease because of severe portal hypertension with esophageal 
varices. Ova obstructing the blood supply of the appendix may 
produce acute gangrenous appendicitis requiring surgical treat- 
ment. According to Recio* surgical intervention may become 
necessary because of intestinal obstruction or malignant degen- 
eration. Considerable bleeding may occur from an ulcerated granu- 
loma and may result in chronic anemia. 


CASE REPORT 


A 30-yeareold Puerto Rican officer was admitted to this hospital on 
12 April 1954 with a chief complaint of intermittent rectal bleeding for 
one year. The past and family histories were noncontributory. He had 
been in good general health until the onset of the present illness. Most 
of his life had been spent in the city of Mayagiiez, an area where rela- 
tively little schistosomiasis is found. At times he had bathed in water 
from inland streams and lakes on the island of Puerto Rico that are 
known to contain schistosomes. 


About one year before the present admission the patient began passing 
small amounts of bright red blood in his stools. He also developed 
intermittent bouts of diarrhea of four or five watery stools a day which 
frequently contained blood and considerable mucus. In February 1954, 
on sigmoidoscopic examination at this hospital, a large polypoid granu- 
loma was noted in the upper rectum, occupying the bowel about 6 inches 
above the sphincter. Multiple pseudopolyps which seemed to consist of 
congested edematous folds of mucosa were noted. A few pinpoint areas 
of extreme vascular dilatation close to the surface of the mucous mem- 
brane undoubtedly represented bleeding sites. The lesion was not of 
the friable, easily bleeding nature of carcinoma. Examination of sev- 
eral biopsy specimens of this area of the rectum demonstrated the press 
ence of S. mansoni. 


On 31 March a course of therapy consisting of 75 ml. of fuadin (brand 
of stibophen) was completed. At this time proctoscopic examination 
revealed no change in the rectal lesion. Recause the lesion and the 
bleeding persisted, a resection of the lesion was considered the only 
definitive treatment. Obstruction at a later date as a result of scarring 
was a remote possibility. The patient was obese; he weighed 230 pounds 
and gave no history of recent weight change. The liver and spleen could 
not be felt. 
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Laboratory studies om admission revealed: Hemoglobin, 16.7 grams 
per 100 ml.; leukocyte count, 7,410 per cu. mm., with 52 percent neutro- 
phils, 39 percent lymphocytes, and 9 percent eosinophils. Barium enema 
and air contrast studies showed a constant polypoid lesion near the 
rectosigmoid junction. The remainder of the colon was normal. 


At operation on 26 April the lesion was found to be located in the 
sigmoid at the peritoneal reflection. The bowel was grossly normal on 
the serosal surface but the intraluminal mass could easily be felt. The 
bowel was thoroughly mobilized and a segment 9 cm. in length excised. 
A tworlayer anastomosis was done. 
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Figure 1. Gross specimen showing polypoid mucosa and area of ulceration from 
which hemorrhage probably occurred, (Ulcer is at the lower portion of 
specimen just to left of center.) 


The patient’s postoperative course was uneventful except for a mild 
wound infection. He was discharged from the hospital on the sixteenth 
postoperative day, and had no further difficulty. On 16 June, sigmoid- 
oscopic examination revealed the bowel to be healed with no narrowing 
of the lumen. The patient was interviewed briefly early in January 1955. 
He had had neither bleeding nor diarrhea since the operative procedure. 


Gross examination of the excised tissue, which measured 9 by 6 cm., 
showed numerous elevated, sessile, polypoid formations of mucosa 
which appeared swollen and edematous. In the center of the specimen 
there was an area 3.5 cm. in longest dimension which was depressed 
and partially ulcerated through the mucosa (fig. 1). Microscopic exam- 
ination of sections showed the typical granulomatous involvement of 
schistosomiasis. Numerous ova of S. mansoni were seen scattered 
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Figure 2. Photomicrograph showing three schistosomal pseudotubercles in 
submucosa of colon. (x about 100) 
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Figure 3. Photomicrograph of pseudotubercle with centrally placed egg. 
(x about 430) 
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through the submucosa (figs. 2 and 3). The tissue appeared edematous. 
There were myriads of round cells with a smaller number of polymor- 
phonuclear cells and an increased amount of fibrous tissue. 


DISCUSSION 


When surgical therapy has been decided on for a colonic lesion 
caused by schistosomiasis the question arises as to what type 
of procedure to use. An abdominoperineal resection in this patient 
was considered because of his marked obesity and the low level 
of the lesion, It was also suggested to us by a local surgeon 
that there might be poor healing of an anastomosis because even 
bowel appearing grossly normal often contains the ova. We be- 
lieve that only in very rare instances should an abdominoperineal 
resection with colostomy be necessary. A pull-through procedure 
should be possible in most instances where end-to-end anasto- 
mosis cannot be accomplished from above. It is not necessary 
to resect large blocks of tissue in operating for schistosomiasis 
of the colon as it is in the case of operations for carcinoma, 


SUMMARY 


Schistosomiasis caused by S. mansoni produced a granulom- 
atous lesion in the rectosigmoid colon. Because bleeding from the 
lesion persisted in spite of therapy with fuadin, a successful 
resection with end-to-end anastomosis of the colon was performed. 
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MAGNETS IN DENTURES 
A new stabilizing force that increases the serviceability of dentures 
has been obtained through the employment of magnets that repel. The 
force of repulsion is alive, resilient, and permanent, and can be directed 
and controlled. The upper denture forces the lower denture down and 
back on the ridge. The lower denture repels the upper denture which 
prevents disaster when the peripheral seal is broken. 


—HYMAN FREEMAN, D. D. S. 
in Journal of the American Dental Association, p. 297, Sept. 1953 








Carcinoid Tumor of Meckel’s Diverticulum 


ROBERT E. PIERCE, Major, USAF (MC) 


is extremely rare. In addition to the patient reported here, 

only eight similar proved cases are recorded in the litera- 
ture (table 1). A ninth reported case has been determined to be 
an instance of gastric heterotopia.*’* In only one instance were 
metastases found.* 


Ce (argentaffin) tumor in a Meckel’s diverticulum 


Enterochromaffin (chromaffin, argentaffin) cells take their name 
from their affinity for chromium and silver salts. These cells are 
found in fishes, amphibia, reptiles, birds, and mammals. They 
are present in all ages in the entire human alimentary tract, and 
even in its offshoots.‘ They are most numerous in the duodenum, 
being present both on the villi and in tke crypts, and in the 
glands of Brunner. The numbers decrease from the duodenum to 
the anus. 


Argentaffin cells are solitary bodies which normally are never 
very numerous at any point, and seldom are found lying in appo- 
sition. Their shape is largely determined by their location, the 
cells adapting themselves to the available space. The nuclei are 
round with a distinct nuclear membrane and are vesicular in 
character. 


The cytoplasm contains numerous small granules which show 
a marked affinity for chromium salts and silver. The granules are 
minute, irregular, and tend to be round, but have no definite 
shape. There is a tendency for the granules to be located in the 
cytoplasm between the nucleus and the basement membrane of the 
cell, suggesting the name “basal granular cells.” 


The physiologic role of the chromaffin cell is unknown and its 
origin is similarly undetermined. It is theorized that (1) they 
arise in the intestinal epithelium and (2) from the ectoderm 
outside of the epithelium. They are found intimately associated 
with the ganglion cells and fibers of the sympathetic nerve plex- 
uses of the alimentary tract. Because of this intimate association 
they have been regarded as related to this system functionally, as 
well as genetically. 


Interest in these cells arises because of their implication in 
the production of tumors of the intestine, notably of the appendix. 


From the Edward W. Sparrow Hospital, Lansing, Mich. 
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In 1907, Oberndorfer’ advocated the separation of these tumors 
from the carcinomata and, because of their usually benign nature, 
proposed the name “carcinoid,” which has become generally 
accepted. The tumor cell of the carcinoid, which is developed 
from the enterochromaffin cell, shows many of the peculiarities 
of its genotype. The cytoplasmic granules may be large or small. 
They often show characteristic staining with chromium, silver, 
iron hematoxylin, and acid dyes. Numerous cytoplasmic vacuoles 
occur. 


TABLE 1. Carcinoid tumors found in Meckel’s diverticula 


Author oe Metastasis 
Stewart and Taylor’ M Positive None 
Price® F Negative None 
Hertzog and Carlson” M Positive None 
Hertzog and Carlson” M Positive None 
Collins and associates" M Not done None 
Ashworth and Wallace” M Negative None 
Pautler and Scotti*® M Positive None 
Stoll? M Positive To liver (also 


silver-positive) 


M 


Present article Positive None 





Humphreys’ found from a study of carcinoids of the gastrointes- 
tinal tract, with the exception of the appendix, that 30 percent 
were multiple. Thus discovery of one of these tumors at operation 
should lead to a search for others. 


Carcinoid tumors usually occur as yellowish-white rubbery 
nodules in the submucosa.’ They may vary greatly in size. There 
is little difference in gross appearance from adenocarcinoma. 
Microscopically they are composed of round or polyhedral cells 
which are usually clumped in nests or strands. The nuclei are 
vesicular and the cytoplasm is pale and poorly defined. Staining 
with silver or chromium salts shows the cytoplasmic granules of 
varying size. 

CASE REPORT 

A 47*yearold man was admitted to the hospital with the complaint of 

severe abdominal pain. The illness had begun when he was awakened 


from a nap, four hours before admission, with a sudden, extremely 
severe epigastric pain. 


The only contributory feature of the past history was the occasional 
occurrence of a gnawing, mild epigastric distress which was not severe 
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enough to be disabling. He had not been anorexic. The pain was not 
related to, or relieved by, the ingestion of food and was not severe 
enough to make him consult his physician. There was no nausea, vome 
iting, or change of bowel habits. 


The family history was noncontributory. 
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Figure 1. Biopsy specimen of the tumor mass found in the wall of the diver 
ticulum, showing nests and cords of round and polyhedral cells in the sub 
mucosa and infiltrating the muscularis. (Hematoxylin-eosin stain, X 100) 


The physical examination revealed a welledeveloped, obese, white 
man in acute distress. The temperature was 98.6° F.; respirations, 
20 per minute; pulse, 92 per minute; and the blood pressure was 170/80 
mm. Hg. Positive findings were limited to the abdomen. The entire 
abdomen showed a boardlike rigidity and was exquisitely tender. There 
was questionable rebound tenderness, and no point tenderness. No 
organs or masses were palpable because of the rigidity. 


The laboratory examination showed an erythrocyte count of 5,690,000 
per cu. mm.; hemoglobin was 19.9 grams per 100 ml. The leukocyte 
count was 24,850 per cu. mm. with a differential count of 18 nonseg- 
mented neutrophils, 54 percent segmented polymorphonucleocytes, 26 
percent lymphocytes, and 2 percent monocytes. The urine was a hazy 
lemonsyellow color with acid reaction and a specific gravity of 1.011. 
No sugar, albumin, or acetone bodies were found. Microscopic exam 
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ination of the urine revealed 0 to 3 white blood cells per low power 
field. The serum amylase determination was 190 mg. per 100 ml. 


A roentgenogram of the abdomen showed no evidence of gas accumu- 
lation beneath the diaphragm nor of fluid levels in the gas-containing 
organs. There was no evidence of opaque calculi in the urinary or bili- 





» Sts> . 


Figure 2. Photomicrograph showing argyrophilic granules in the cytoplasm of 
the tumor cells. (Silver stain, <X 450) 


ary tracts. Roentgen examination of the chest revealed essentially nor- 
mal findings. 


An emergency laparotomy was performed two hours after the patient’s 
admission to the hospital. Inspection of the peritoneal cavity revealed 
a moderate amount of bloody nonpurulent exudate. A Meckel’s diver- 
ticulum, which was indurated but not perforated, was found about 18 
inches from the cecum. The diverticulum was removed. The sigmoid 
colon was found to be thickened, edematous, and inflamed for a distance 
of about two and one-half inches, and was about the size of a lemon. 
Careful examination of this area revealed it to be filled with multiple 
diverticula, one of which was perforated. 


Pathologic Findings. Grossly the surgical specimen consisted 
of a diverticulum measuring 2.5 cm. in length and 2 cm. in diam- 
eter. The serosal surface was smooth. On section, the wall ap- 
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peared thickened and rubbery. No definite nodules were palpable, 
The lumen contained greenish firm material which partially ob- 
structed it. 


The microscopic examination showed a wall composed of two 
layers of smooth muscle. A lining of villous mucosa resembling 
that of the ileum was present. In the submucosa, and infiltrating 
the muscularis (fig. 1), were numerous nests and cords of round 
and polyhedral cells. The cellular boundaries were poorly de- 


fined. The nuclei were large and well defined. The cytoplasm was 
granular in appearance. The cells were supported by a fine fibrous 
stroma. They were uniform in appearance and no mitosis was 
observed. 


Staining with Masson’s® silver stain showed argyrophilic gran- 
ules in the cytoplasm of the tumor cells (fig. 2). These granules 
varied in size and shape and were scattered haphazardly through- 
out the cytoplasm. The granules were also positive to Masson’s 
trichrome stain. 


Following surgery the patient recovered rapidly and with no 
complications. He was discharged as completely recovered after 
seven days of hospitalization. 
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PROMOTIONS OF OFFICERS 


The following officers of the military medical services on 
active duty in the Army, Navy, and Air Force have recently 
received temporary promotions to the rank indicated: 


Medical Corps 


Robert O. Amdall, Capt., USAF 
Albert A. Apshaga, Capt., USAF 

Merne W. Asplund, Capt., USAF 

Keith Aull, Lt. Comdr., USN 

Zbigniew J. Baczewski, Lt. Col., USAF 
Joseph C. Bailey, Capt., USAF 
Howard A. Baker, Lt. Comdr., USN 
George C. Barrett, Capt., USAF 
Charles B. Bartell, Lt. Comdr., USN 
Eugene H. Bastien, Lt. Comdr., USN 
Robert H. Baysinger, Capt., USAF 
Herman D. Bentz, Capt., USAF 
Thomas P. Berry, Lt. Comdr., USN 
Kenneth E. Bobb, Capt., USAF 

George F. Bond, Lt. Comir., USN 
George C. Bourne, Lt. Comdr., USN 
John L. Bradley, Maj., USA 

Floyd S. Brauer, Capt., USAF 

Thomas J. Brooks, Jr., Lt. Comdr., USN 
Benjamin H. Brown, Capt., USAF 

Loy T. Brown, Lt. Comdr., USN 
Thomas B. Browning, Capt., USAF 
Perry A. Brucker, Capt., USAF 

John N. Bryan, Lt. Comdr., USN 

Ralph W. Buddington, Jr., Lt. Comdr., USN 
Thomas E. Burrow, Lt. Comdr., USN 
Walter H. Byerly, Capt., USAF 

William P. Byrnes, Capt., USAF 

John W. Campbell, Capt., USAF 

Jerome G. Carroll, Capt., USAF 

Sam Cassara, Lt. Comdr., USN 
Randolph Catlin, Jr., Capt., USAF 
Jean A. Chapman, Capt., USAF 
Franklin J. Chinn, Capt., USAF 
Thomas R. Clemons, Lt. Comdr., USN 
John D. Coffey, Jr., Lt. Comdr., USN 
Mahlon C. Connett, Capt., USAF 

John M. Connolly, Capt., USAF 

Nelson B. Copley, Capt., USAF 

David H. Cunningham, Lt. Comdr., USN 
Robert E. Cunningham, Jr., Lt. Comdr., USN 
Leo V. Curtin, Lt. Comdr., USN 
Charles E. Curtiss, Capt., USAF 
Wallace N. Davidson, Capt., USAF 
Charles P. Davis, Capt., USAF 


Harold A. Davis, Lt. Comdr., USN 
Barry Decker, Capt., USAF 

Robert A. Dennison, Capt., USAF 
Richard Derby, Lt. Comdr., USN 
Vincent S. Digiulio, Capt., USAF 
Henry R. Drinker, Jr., Capt., USAF 
Edwin G. Eby, Lt. Comdr., USN 
Robert J. Fairchild, Capt., USAF 
Robert K. Fankhauser, Lt. Comdr., USN 
Mark J. Fitzpatrick, Capt., USAF 
Gordon H. Fleischaker, Jr., Capt., USAF 
Glen Floyd, Lt. Comadr., USN 

William P. Folck, Lt. Comdr., USN 
Richard C. Fowler, Lt. Comdr., USN 
Glendon C, Fraser, Capt., USAF 
Vincent J. Freda, Capt., USAF 

Perry Futterman, Lt. Cormdr., USN 
Francis S. Gardner, Jr., Capt., USAF 
Joseph J. Garcia, Jr., Lt. Comdr., USN 
William B. Garvey, Capt., USAF 

Peter J. Gauder, Lt. Comdr., USN 
Philip O. Geib, Lt. Comdr., USN 
Homer W. Godfrey, Capt., USAF 
Harold Goodman, Capt., USAF 

James E. Goodman, Lt. Comdr., USN 
John B. Gorman, Capt., USAF 

Allan L. Goulding, Jr., Lt. Comdr., USN 
Edgar D. Grady, Lt. Comdr., USN 
Oscar Gray, Jr., Lt. Comdr., USN 
Frank D. Green, Lt. Comdr., USN 

Roy R. Greening, Lt. Comdr., USN 

Joe J. Griffin, Lt. Comdr., USN 

Paul V. Gustafson, Lt. Comdr., USN 
Harry M. Hageney, III, Capt., USAF 
Wilford R. Hansen, Lt. Comdr., USN 
Carl J. Hauptmann, Lt. Comdr., USN 
James B. Havron, Lt. Comdr., USN 
James B. Henshaw, Capt., USAF 
George M. Himadi, Lt. Comdr., USN 
James C. Hodges, Jr., Lt. Comdr., USN 
Theodore C. Howard, Capt., USAF 
Robert T. Hughes, Capt., USAF 
Thomas C. Iden, Lt. Comdr., USN 
Edward P. Irving, Lt. Comdr., USN 
Samuel C. Iwig, Jr., Lt. Comdr., USN 
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Paul H. Jacobs, Capt., USAF 

Martin D. Jaffe, Capt., USAF 

Robert E. Jones, Lt. Comdr., USN 
Oscar B. Kahn, Lt. Comdr., USN 
Marshall Kanter, Lt. Comdr., USN 
Sumner Kaufman, Lt. Comdr., USN 
Donald M. Kennett, Lt. Col., USAF 
Donald J. Killelea, Capt., USAF 
David M. Klein, Capt., USAF 

William T. Kniker, Capt., USAF 

Clare E. Knouf, Lt. Comdr., USN 

Joe H. Knowles, Capt., USAF 

John D. Krafchuk, Lt. Comdr., USN 
Henry F. Kramer, Jr., Lt. Comadr., USN 
Harvey Kravitz, Lt. Comdr., USN 
Leonard J. Kreissl, Jr., Lt. Comdr., USN 
Fred P. Krumenacher, Capt., USAF 
Anthony M. Kurland, Lt. Col., USAF 
Robert H. Lang, Capt., USAF 

Joseph R. Langdon, Capt., USAF 
George C. Lawrence, Lt. Comdr., USN 
William R. Lee, Lt. Comdr., USN 
Edward J. Lennon, Capt., USAF 
Peritz H. Levinson, Capt., USAF 
Jack J. Lewis, Lt. Comdr., USN 
Robert A. Lewis, Capt., USAF 
Solomon E. Lifton, Lt. Col., USAF 
Dale R. Lindall, Capt., USAF 

Vernon R. Little, Capt., USAF 

John H. Lodge, Capt., USAF 

Joseph P. Looze, Capt., USAF 

Robert H. F. Lynch, Lt. Comdr., USN 
Herschel U. Martin, Capt., USAF 
Richard J. Martin, Lt. Comdr., USN 
Raymond G. Mathewson, Lt. Comdr., USN 
Warren E. Mayes, Capt., USAF 

Jack M. McCabe, Capt., USAF 

William C. McCormick, Capt., USAF 
John H. McEvers, Lt. Comdr., USN 
Louis R. McFarland, Jr., Lt. Comdr., USN 
Terence F. McGuire, Capt., USAF 
Charles J. McPeak, Lt. Comdr., USN 
Charles A. Mead, Jr., Lt. Comdr., USN 
Keith Merrill, Jr., Lt. Comdr., USN 
John D. Miller, Capt., USAF 

John P. Miller, Lt. Comdr., USN 
Clayton C. Morgan, Capt., USAF 

Paul W. Morgan, Lt. Comdr., USN 
Herbert S. Morrison, Lt. Comdr., USN 
Thomas L. Morrow, Jr., Lt. Comdr., USN 
Charles C. Muehe, Lt. Comdr., USN 
Luther Q. Myers, Lt. Comdr., USN 
John S. Najarian, Capt., USAF 

George L. Nardi, Lt. Comdr., USN 
John R. Newkirk, Lt. Comdr., USN 
Marvin G. Newby, Capt., USAF 

Marvin Nierenberg, Lt. Comdr., USN 
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Edward P. Norris, Jr., Lt. Comdr., USN 
Robert L. Nutt, Capt., USAF 

Rolland F. Oakes, Capt., USAF 
Wayne R. Oelhafen, Maj., USA 

George L. Osborne, Jr., Capt., USAF 
Milford Parker, Capt., USAF 

James P. T. Pauly, Lt. Comdr., USN 
Robert H. Pawle, Capt., USAF 

John W. Pickren, Lt. Comdr., USN 
George A. Poda, Lt. Comdr., USN 
George H. Powers, Lt. Comdr., USN 
John H. Powers, Capt., USAF 

Billy J. Puckett, Capt., USAF 

John R. Quinn, Capt., USAF 
Lindbergh J. Rahhal, Capt., USAF 
George C. Raszus, Capt., USAF 
Charles Reach, Capt., USAF 

Gerald B. Reams, Capt., USAF 

Adrian Recinos, Jr., Lt. Comdr., USN 
Herbert Rifkin, Lt. Comdr., USN 
Bernard Robins, Capt., USAF 

Bernard W. Robinson, Lt. Comdr., USN 
Henry N. Rogers, Lt. Comdr., USN 
Julius C. Rosch, Lt. Comdr., USN 
Charles E. Rossell, Lt. Comdr., USN 
Irwin W. Rovner, Capt., USAF 

Gerald E. Rubacky, Capt., USAF 
James A. Ryan, Jr., Capt., USAF 

Ame D. Rydland, Lt. Comdr., USN 
Ralph E, Samuelson, Lt. Comdr., USN 
Herbert F. Sandmire, Capt., USAF 
Joseph A. Schaefer, Lt. Comdr., USN 
Maurice R. Schmoyer, Jr., Lt. Comdr., USN 
Harrold F. Schwenker, Jr., Lt. Comdr., USN 
Howard C. Scott, Capt., USAF 

Richard H. Sears, Lt. Comdr., USN 
Virgil E. Seibert, Lt. Comdr., USN 
Robert H. Seinfeld, Capt., USAF 
Edward S. Shelley, Lt. Comdr., USN 
Haynes W. Sheppard, Lt. Comdr., USN 
Richard E. Short, Capt., USAF 
William T. Shultz, Capt., USAF 
Joseph E. Shuman, Capt., USAF 
Mervin C. Silverthorne, Lt. Comdr., USN 
David T. Smiley, Capt., USAF 
Charles G. Smith, Lt. Comdr., USN 
David S. Smith, Lt. Comdr., USN 
Leonard K. Smith, Lt. Comdr., USN 
Purcell Smith, Jr., Capt., USAF 
Richard L. Smith, Capt., USAF 

Elwyn M. Smolen, Lt. Comdr., USN 
James T. Spencer, Jr., Lt. Comdr., USN 
Robert W. Spicher, Lt. Comdr., USN 
Adolph J. Stampfl, Capt., USAF 
Newsom Stool, Capt., USAF 

Neel F. Strasser, Capt., USAF 
Edward C. Svec, Lt. Comdt., USN 
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Chester S. Svigals, Lt. Comdr., USN 
Mervin Tatar, Lt. Comdr., USN 

George T. Tindall, Capt., USAF 

Norman B. Tivingston, Jr., Lt. Comadr., USN 
Troy H. Thrower, Capt., USAF 

Ralph M. Timberlake, Jr., Lt. Comdr., USN 
Donald P. Todd, Lt. Comar., USN 

Richard M. Torack, Capt., USAF 

J. B. Trant, Capt., USAF 

Burton L. Travis, Capt., USAF 

Robert L. Van Citters, Capt., USAF 
Kermit Q. Vandenbox, Capt., USAF 

Dick L. Van Eldik, Capt., USAF 

John H. Vansant, Capt., USAF 

Jacob J. Vargish, Lt. Comdr., USN 

John L. Vigorita, Lt. Comdr., USN 


Duard L. Walker, Lt. Comdr., USN 

Moffett R. Walker, Jr., Capt., USAF 
William F. Walker, Capt., USAF 

Ernest F. Wallner, Jr., Lt. Comdr., USN 
Elton G. Welke, Lt. Comdr., USN 

Robert B. White, Lt. Comdr., USN 
Frederick G. F. Wiegand, Lt. Comdr., USN 
Edward N. Wiggins, Lt. Comdr., USN 
Gomer T. Williams, Capt., USAF 

Paul A. Williams, Capt., USAF 

Robert G. W. Williams, Jr., Lt. Comdr., USN 
R. L. Wilson, Capt., USAF 

Warren S. Witus, Capt., USAF 

Craig C. Wright, Capt., USAF 

Jerry J. Zarriello, Lt. Comdr., USN 

Wayne B. Zook, Capt., USAF 


Dental Corps 


John G. Alley, Lt. Comdr., USN 
Ralph N. Alparone, Lt. Comdr., USN 
Roy D. Andrew, Capt., USAF 

Edwin K. Arakiki, Capt., USAF 
Lloyd M. Armstrong, Lt. Comdr., USN 
Luke J. Braxmeier, Lt. Comdr., USN 
Roger C. Broyles, Capt., USAF 
Anthony Buglione, Capt., USAF 
Warren C. Caldwell, Jr., Lt. Comdr., USN 
Clark A. Cheney, Capt., USAF 
Philip Christ, Capt., USAF 

Angelo D. Colombo, Lt. Comdr., USN 
Peter C. Conglis, Lt. Comdr., USN 
Wilbur J. Dickman, Capt., USAF 
Raymond W. Dolph, Lt. Comdr., USN 
Loren F. Enke, Lt. Comdr., USN 
Ernest Ensing, Lt. Comdr., USN 
Edward C. Fabrizio, Lt. Comadr., USN 
Jerome J. Fein, Capt., USAF 

John L. Gagliardi, Capt., USAF 
Santo T. Giannetto, Capt., USAF 
Herbert W. Gooding, Lt. Comdr., USN 
Porter H. Gott, Lt. Comdr., USN 
Robert L. Greene, Lt. Comdr., USN 
Lewis L. Gunther, Lt. Comdr., USN 
Harold Halpern, Lt. Comdr., USN 
Harold O. Hanson, Capt., USAF 
Roland A. Hester, III, Capt., USAF 
Taylor W. Hill, Capt., USAF 

Albert R. Korby, Capt., USAF 
Edward A. Kotz, Lt. Comdr., USN 


Joseph J. Lombardi, Capt., USAF 
Harvey W. Lyon, Lt. Comdr., USN 
John J. McAndrews, Capt., USAF 
Joe P. McLoud, Capt., USAF 
Connell C. Medley, Capt., USAF 
Robert D. Meyer, Lt. Comdr., USN 
Ubaldo L. Monteleone, Lt. Comdr., USN 
Lightle Y. Morris, Capt., USAF 
William J. Mouret, Jr., Capt, USAF 
Ray B. Mueller, Lt. Comdr., USN 
Dwight W. Newman, Lt. Comdr., USN 
Francis X. Pelka, Lt. Comdr,, USN 
Burton H. Press, Capt., USAF 
Burleigh W. Quesinberry, Capt., USAF 
Walter E. Ralls, Lt. Comdr., USN 
Robert G. Robb, Lt. Comdr., USN 
Henry J. Ruff, Lt. Comd., USN 
Charles E. Schecter, Capt., USAF 
William Segal, Lt. Comdr., USN 
Harold R. Shivers, Cat., USAF 
Armand M. Stella, Lt. Comar., USN 
Robert A. Tanquist, Capt., USAF 
Carl B. Thimes, Lt. Comdr., USN 
George Uesatwo, Capt., USAF 

Edwin E. Weinfield, Lt. Comd., USN 
Glenn C. Williams, Capt., USAF 
Lawrence S. Witter, Capt., USAF 
Thomas S. Wittman, Capt., USAF 
William G. Wright, Capt., USAF 
James R. Wyatt, Capt., USAF 
Seymour H. Yale, Lt. Comdr., USN 


Medical Service Corps 


Jarrell D. Bairrington, Capt., USAF 
John X. Balog, Lt. Comdr., USN 
Hugo B. Bergstrom, Lt. Comdr., USN 
Ernest H. Brown, Capt., USAF 

Jess C. Brown, Lt. Comdr., USN 


Booth Chilcutt, Lt. Comdr., USN 
Thomas J. A. Dyer, Lt. Comdr., USN 
Francis H. Flynn, Lt. Comdr., USN 
Thomas G. Fowler, Lt. Comdr., USN 
Matthew F. Gallagher, Lt. Comdr., USN 
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Ernest N. Grover, Lt. Comdr., USN 

Elie A. Guilbault, Lt. Comdr., USN 
Ronald G. Hansen, Capt., USAF 

Archie R. Hudgens, Lt. Comdr., USN 
Richard C. Hyatt, Ist Lt., USAF 

Robert L. Johnson, Capt., USAF 

Ralph B. Jonas, Capt., USAF 

William E. Kelly, Lt. Comir., USN 
George S. Lee, Lt. Comdr., USN 

Russell R. Lunstom, Jr, Ist Lt., USAF 
Charles B. Meek, Lt. Comdr., USN 

Guy H. Morgan, Lt. Comdr., USN 

Roy F. Nelson, Capt., USAF 

John R. Polski, Capt., USAF 

Richard C. Richardson, Lt. Comdr., USN 


Kenneth G. Sparling, Capt., USAF 
Carl L. Spaur, Capt., USAF 

George W. Spotts, Lt. Comdr., USN 
Louise Stephens, Capt., USAF 

Edward T. Stoeckle, Capt., USAF 
Donald J. Strong, Ist Lt., USAF 

Ross M. Stuckey, Lt. Comdr., USN 
Sidney Weinstein, Lt. Comdr., USN 
Frank Weiss, Cat., USAF 

Leroy D. Werley, Jr., Capt., USAF 
William F. C. Whalen, Lt. Comdr., USN 
Willis C. Wheeler, Capt., USAF 

De Forrest Wiksten, Ist Lt., USAF 
Orbin R. Whitt, Maj., USAF 

Sylvester H. N. Zumbrun, Lt. Comdr., USN 


Nurse Corps 


Hazel M. Allison, Capt., USAF 
Elsie M. Armstrong, Capt., USAF 
Marope A. Armstrong, Capt., USAF 
Esther P. Barrett, Capt., USAF 
Grace E. Blackhurst, Capt., USAF 
Anna T. Blanar, Capt., USAF 
Pauline O. Boone, Ist Lt., USAF 
Ellon J. Brister, Ist Lt., USAF 
Betty V. Butler, 1st Lt., USAF 
Mary J. Byrnes, Capt., USAF 
Catherine P. Chobot, 1st Lt., USAF 
Ann M. Collins, Capt., USAF 
Marilyn J. Conrad, Capt., USAF 
Lucile M. Cran, Capt., USAF 
Cassandra C. Curry, Ist Lt., USAF 
Alice C. Curto, Ist Lt., USAF 
Jean J. Dobler, Capt., USAF 
Virginia A. Donahue, Capt., USAF 
Dorothy A. Dvorak, Ist Lt., USAF 
Jane L. Esser, Capt., USAF 

Emily J. Flaherty, Capt., USAF 
Nena S. Glenos, Capt., USAF 
Elizabeth M. Goetz, Capt., USAF 
Katherine E. Hamlin, Capt., USAF 
Joyce L. Harcum, Ist Lt., USAF 
Elizabeth F. Hedgley, Capt., USAF 
Sara E. Hetschel, Capt., USAF 
Lona M. Hieronymus, Ist Lt., USAF 
Elizabeth A. Jablunovsky, Capt., USAF 
Alfar Jedrziewski, Capt., USAF 
Sarah M. Jeffries, Capt., USAF 
Geneva K. Jones, Capt., USAF 
Marie T. Jordan, Capt., USAF 


Margaret R. Keeley, Capt., USAF 
Alice P. Lingswiler, Capt., USAF 
Louise A. Lucey, Capt., USAF 
Lillian Maasbach, Capt, USAF 
Nina L. Magers, 1st Lt., USAF 
Florence M. Mann, Ist Lt., USAF 
Regina H. Maresh, Capt., USAF 
Nellie Medwick, Capt., USAF 
Betty J. Owen, Capt., USAF 
Doris W. Payne, Capt., USAF 
Natalie A. Pickett, Capt., USAF 
Albina J. Popiel, Capt., USAF 
Joan R. Powers, Capt., USAF 
Joanne C. Rehl, Capt., USAF 
Martha C. Ross, Capt., USAF 
Anita L. Samler, Capt., USAF 
Mary L. R. Sands, Capt., USAF 
Theda Schneiter, Ist Lt., USAF 
Maebetta V. Schnur, Capt., USAF 
Emogene Sherrill, Capt., USAF 
Dorothy L. Singer, Capot., USAF 
Rita A. Stapleton, Ist Lt., USAF 
Marjory J. Swanson, Capt., USAF 
Florence E. Thomas, Capt., USAF 
Lois M. Thomas, Capt., USAF 
Janet E. Travis, Capt., USAF 
Olive Y. Voyer, Capt., USAF 
Martha F. Wehunt, Capt., USAF 
Florence E. White, Capt., USAF 
Agnes T. Williams, Capt., USAF 
Helen M. Worth, Capt., USAF 
Beverly F. Wright, 1st Lt., USAF 
Jeanne L. Young, Capt., USAF 








A MESSAGE FROM THE A. M.A. 


Women who are physicians should be liable for military service 
in the same way as male physicians. This recommendation was 
proposed by a special committee of the British Medical Associa- 
tion, which recently studied ways and means to make a military 
medical career in their Armed Forces an attractive alternative to 
civil practice. 


The British Medical Association, a voluntary association of 
65,000 doctors, reported that the shortage of regular medical of- 
ficers today is more serious than ever before and the Armed 
Forces are obviously dependent upon National Service to fill 
their establishments, Physicians in the United States have been 
subjected to a discriminatory draft law since June of 1950 to 
meet military medical requirements. The American Medical As- 
sociation has repeatedly pointed out the need for an attractive 
career program for the medical services of the Armed Forces. 


The age limit for conscription of doctors in England is age 
30. (In the United States, under the “Doctor Draft Law,” the age 
limit for induction of physicians extends to age 51.) The British 
report points out that by that time it is impossible for a young 
doctor, even if he has completed the necessary postgraduate 
training, to have acquired the skill of a specialist. [t was recom- 
mended that the age limit be extended to 35. If an individual 
should so request, his recruitment should be deferred, up to that 
age, in order for him to receive further training as a specialist. 


The committee noted that it has been many years since sex 
discrimination of any kind was abolished within the medical pro- 
fession and there is no professional reason why it should continue 
with respect to National Service. In fact, the British Medical 
Women’s Federation has long been in favor of conscription of 
women doctors on the same terms and conditions as for men, it 
being recognized that those medical women who have assumed 
family commitments should be entitled to claim exemptions. With 
this proviso, the committee recommended the conscription of 
women doctors for National Service. 

The study found that remuneration and prospects of military 


medical officers compare unfavorably with those of other branches 
of medicine, It was the committee’s opinion that remuneration of 
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military medical officers could most usefully be determined by a 
comparison with the remuneration of general civilian practi- 
tioners, making due allowance for the special features of a career 
in the military. Several factors were offered for consideration 
which, if adopted, would tend to equalize the difference in pay 
between civilian and military physicians, 


In 1950, it was recommended that 20 percent should be added 
to the average general practitioner’s remuneration to compensate 
for these disadvantages. However, the increase as established 
only amounted to from 8 to 10 percent for military medical offi- 
cers and the new pay revision did not achieve the decided in- 
provement in recruitment, The report indicates that a general 
civilian practitioner will earn, on an average, during 32 years of 
practice £66,848 as compared to £56,720 for the average medical 
officer in the Armed Forces for a similar period. Spread over a 
career of 32 years this represents £484 per annum or nearly 26 
shillings 6 pence per diem. The committee therefore recommended 
a uniform increase, for all grades, of 26 shillings per diem. 


The report also recommended that the services of civilian medi- 
cal practitioners in the United Kingdom should be utilized as 
much as possible, generally on a part-time basis. 


A number of the recommendations were similar to the pro- 
posals offered by the American Medical Association with respect 
to medical services in the U. S. Armed Forces, 


Other items in the report dealt with (1) specialist pay, (2) 
retired pay and widow’s pension, (3) additional inducements, (4) 
promotions, (5) retiring ages, (6) facilities for postgraduate stud- 
ies, (7) training of specialists, (8) economy of medical manpower, 
and (9) use of civilian doctors. 
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THE MEDICAL OFFICER WRITES 
Articles Published in Other Journals 


Gaensler, E. A., Capt., USAF (MC): Clinical pulmonary physiology. (Medical Progress 
section) New England J. Med. 252: 177-184, Feb. 3, 1955; 221-228, Feb. 10, 1955; 
264-271, Feb. 17, 1955. 


Gianakon, H. G., Capt., MC, USAR: Adolescent conscience. J. Kansas M. Soc. 56: 
132-136, Mar. 1955. 


Gilmore, H. R., Jr., Col., MC, USA: Television in medicine (editorial). M. Ann. 
District of Columbia 24: 132-133, Mar. 1955. 


Gregory, L. J., Maje, MC, USA, and Tempel, C. W., Col., MC, USA: Chemotherapy of 
military and meningeal tuberculosis; progress report on isoniazid. Texas State J. Med. 
51: 123-127, Mar. 1955. 


Grunewald, A. H., Capt. (DC) USN: Prosthodontist’s role in cranioplasty. J. Pros- 
thetic Dent. 5: 235-243, Mar. 1955. 

Haas, W. R., Col., USAF (MC): Antiemalarial drugs in flying personnel. J. Aviation 
Med. 26: 20-23, Feb. 1955. 


Heinmets, F., and Kathan, R. H., Lt. (MSC) USN: Preliminary studies on mechanism of 
biological action of ultraviolet irradiation and metabolic recovery phenomenon. Arch, 
Biochem, 53: 205-227, Nov. 1954. 


Hilleman, M. R.; Werner, J. H.; Dascomb, H. E., Capt., MC, USA; and Butler, R. L., 
Lt., MC, USA: Epidemiologic investigations with respiratory disease virus RI-67. Am. J. 
Pub, Health 45: 203-210, Feb. 1955. 

Hoagland, R. J., Col., MC, USA: Transmission of infectious mononucleosis. Am. J. M. 
Sc. 229: 262-272, Mar. 1955. 

Hoffman, F. G., Lt. Col., USAF (MC); Rosenbaum, D.; and Genovese, P. D.: F ibro- 
plastic endocarditis with eosinophilia (Loffler’s endocarditis parietalis fibroplastica); 
case report and review of literature. Ann. Int. Med, 42: 668-680, Mar. 1955. 

Howard, J. M., Capt. MC, USAR; Olney, J. M., First Lt., MC, USAR; Frawley, J. P., 
First Lt., MSC, USA; Peterson, R. E., Capt., MC, USAR; Smith, L. H., Capt., MC, USAR; 
Davis, J. H., Capt., MC, USAR; Guerra, S.; and Dibrell, W. H.: Studies of adrenal func- 
tion in combat and wounded soldiers; study in Korean theatre. Ann. Sug. 141: 314-320, 
Mar. 1955. 

Howard, J. M., Capt., MC, USAR: Studies of absorption and metabolism of glucose 
following injury; systematic response to injury. Ann Surg. 141: 321-326, Mar. 1955. 

Howard, J. M., Capt., MC, USAR; Artz, C. P., Lt. Col., MC, USA; and Stahl, R. R., 
Capt., USAF (MC): Hypertensive response to injury (systemic response to injury). Amn, 
Surg. 141: 327-336, Mar. 1955. 

Howard, J. M., Capt., MC, USAR; Frawley, J. P., First Lt., MSC, USA; and Artz, C. P., 
Maj., MC, USA: Study of plasma amylase activity in combat casualty; systemic response 
to injury. Ann. Surg. 141: 337-341, Mar. 1955. 


Howard, J. M., Capt., MC, USAR: Gastric and salivary secretion following injury; 
systemic response to injury. Ann, Surg. 141: 342-346, Mar. 1955. 


Howie, V. M., Lt., USAF (MC): Ten-day treatment of pinworm infection with piperazine. 
A, M. A. Am. J. Dis. Child, 89: 202-203, Feb. 1955. 
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Jernigan, J. P., Lt. Col., USAF (MC); Cooley, J. C., Capt., USAF (MC); Peterson, 
W. L., Capt., USAF (MC); and Engel, C. E., First Lt., USAF (MC): Splenic infarcts 
associated with hypoxia. J. Aviation Med. 26: 29-34, Feb. 1955. 


King, J. H., Jr, Cole, MC, USA, and Fair, J. R., Lt. Col., MC, USA: Armed Forces eye 
field chest. Am. J. Opbth. 39: 215-219, Feb. 1955. 


King, S. E., Col., MC, USAR, and Baldwin, D. S., Capt., MC, USA: Renal hemody 
namics during erect lordosis in normal man and subjects with orthostatic proteinuria. 
Proc. Soc. Exper. Biol. & Med. 86: 634-636, Aug.-Sept. 1954. 


King, S. E., Col., MC, USAR: Patterns of protein excretion by kidneys. Amn. Int, 
Med. 42: 296323, Feb. 1955. 


Ledbetter, R. K., Lt. (jg) (MSC) USN; and Cummings, R. J.: Use of streptomycin to 
combat contamination of Treponema pallidum suspensions in the TPI tent. Brit. J. Ven 
Dis, 30: 214-215, Dec. 1954. 


Lindberg, R. B., Lt. Col., MSC, USA; Wetzler, T. F.; Newton, A., Maj., MSC, USAR; 
Howard, J. M., Capt., MC, USAR; Davis, J. H., Capt.. MC, USAR; Strawitz, J., First 
Lt., MC, USAR; and Wynn, J. H., Cpl., AUS: Bacterial flora of blood stream in Korean 
battle casualty. Ann. Surg, 141: 366-368, Mar. 1955. 


Lindberg, R. B., Lt. Col., MSC, USA; Wetzler, T. F.; Marshall, J. D., Capt., MSC, USA; 
Newton, A., Maj, MSC, USAR; Strawitz, J. G., First Lt., MC, USAR; and Howard, J. M., 
Capt., MC, USAR: Bacterial flora of battle wounds at time of primary debridement; study 
of Korean battle casualty. Ann Surg. 141: 369-374, Mar. 1955. 


Love, J., Capt. (MC) USN; Shaul, J. F., Comdr. (MC) USN; Margileth, A., Lt. (MC) 
USN; and Martelle, R. R., Lt. (MC) USN: Status of immunization in 1954. M. Clin. North 
America 38: 1493-1534, Sept. 1954. 


Matsumoto, K. K., Lt. (jg) (MC) USN; Amatuzio, D. S., Lt. (MC) USN; Lomasney, T. L., 
Lt. (MC) USN; Ayres, W. W., Comdr. (MC) USN; and Cuttle, T. D., Comdr. (MC) USN: 
North American blastomycosis treated with pulmonary resection and stilbamidine. Am J, 
M. Sc. 229: 172-179, Feb. 1955. 


Miller, G., Capt., MC, USA; Inmon, T. W., Lt. Col., MC, USA; and Pollock, B. E., 
Col., MC, USA: Persistent left superior vena cava. Am. Heart J. 49: 267-274, Feb. 1955. 


Mitchell, R. B., Maje») USAFR (MSC): Rapid microbiologic methodology in military 
medicine. Mil, Med. 116: 85-101, Feb. 1955. 


Oard, H. C., Capt. (MC) USN, and Walker, G. I., Jr., Comdr. (MC) USN: Clinical 
management of anuric patient. Am, J. Med. 18: 199-206, Feb. 1955. 


Raftery, A., Lt. Comdr. (MC) USN: Condyloma acumimata of the cervix. Obst. & Gynec, 
4: 581-584, Nov. 1954. 

Schear, E. W., Maj., USAF (MC); Bowers, W. F., Col., MC, USA; and Sullivan, B. H., 
Jr., Lt. Col., MC, USA: Massive upper gastrointestinal hemorrhage; role of emergency 
surgery in management. Mil. Med. 116: 109-118, Feb. 1955. 


Scott, R., Jr«, First Lt., MC, USAR, and Crosby, W. H., Lt. Col., MSC, USA: Hero- 
static response to injury; study of Korean battle casualty. Amn. Surg, 141: 347-356, Mar. 
1955. 


Scott, R., Jr., First Lt.. MC, USAR, and Howard, J. M., Capt., MC, USAR: Hepatic 
function following wounding and resuscitation with plasma expanders. Ann, Surg. 141: 
357-365, Mar. 1955. 


Slocum, H. C., Col., MC, USA: Effects of malposition in anesthesia. M, Arts & Sc. 
8: 61-67, Third Quarter, 1954. 


Smythe, C. McC.; Gilmore, J. P.; Maloney, J. V., Jr.; and Handford, S. W., Lt. Comdr. 
(MSC) USN: Analysis of direct hydraulic effect of intra-arterial transfusion. Am, J. 
Physiol. 178: 412-418, Sept. 1954. 
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Valle, A. R., Lt. Col., MC, USA: Analysis of 2811 chest casualties of Korean conflict. 
Dis. Chest 26: 623-633, Dec. 1954. 


Valle, A. R., Lt. Col., MC, USA: War injuries of heart and mediastinum. A, M. A 
Arch, Surg. 70: 398-404, Mar. 1955. 


Volk, H., Lt. (MC) USNR; Storey, C. F., Capt. (MC) USN; and Marrangoni, A. G., Lt. 
(MC) USNR: Tracheo-esophageal fistula due to blast injury. Anm Surg. 141: 98-104, 
Jan. 1955. 


Wallner, E. F., Jr., Lt. (MC) USN, and Moorman, L. T., Lt. (MC) USN: Hemangioma 
of optic disc. (Registry of Interesting Cases section) A. M A. Arch, Ophth. 53: 115-117, 
Jan. 1955. 


Weiss, H., Capt., USAF (MC), and Crosett, A. D., Jr., First Lt., USAF (MC): Chondro- 
ectodermal dysplasia; report of case and review of literature. J. Pediat. 46: 268-275, 
Mar. 1955. 


Wesolowski, S, A., Capt., MC, USA; Sauvage, L. R., Capt., MC, USA; and Pinc, R. D.: 
Extracorporeal circulftion; role of pulse in maintenance of systemic circulation during 
heart-lung by-pass. Surgery 37: 663-682, Apr. 1955. 


Willard, J. H., Capt. (MC) USNR: Chief medical problem in military medicine: peptic 
ulcer; medical aspects. Mil. Med. 116: 179-182, Mar. 1955. 


Wolfson, W. Q., Maj., MC, USA; Quinn, J. R.; and Spearman, W. F.: Corticoid therapy 
in eye diseases. A, M A. Arch. Int. Med. 95: 400-410, Mar. 1955. 


Woolsey, E. L., Comdr. (MC) USN: Pudendal block anesthesia for routine use. Am, J. 
Obst. & Gynec, 69: 128-134, Jan. 1955. 

Zehnder, M. A., Lt. Col., MC, USAR: Retrograde intramedullary introduction of multiple 
Kirschner wires into ulna as method of choice in forearm fractures or in isolated frac- 
tures of ulnar shaft. Mil. Med. 116: 282-285, Apr. 1955. 


DEATHS 


CALDWELL, Clyde Wentworth, Lieutenant Colonel, DC, USAR, Brockton, 
Mass.; Headquarters, 1277 Service Unit, Camp Kilmer, N. J.; Graduated in 
1924 from Tufts College Dental School, Boston, Mass.; appointed a first 
lieutenant 12 October 1932; ordered to active duty 5 August 1941; died 
5 May 1955, age 55, at Valley Forge Army Hospital, Phoenixville, Pa. 


CARR, Josephine Kelly, Captain, ANC, USA, Millington, Md., assigned to 
9956th Service Unit, Letterman Army Hospital, San Francisco, Calif.; gradu- 
ated in 1933 from Delaware School of Nursing, Wilmington, Del.; appointed a 
second lieutenant in the Army of the United States 24 November 1940; com- 
missioned a second lieutenant in the U. S. Army 7 November 1942; died 
8 April 1955, age 42, at Letterman Army Hospital, of hypocapnia. 


DI PIZZO, Daniel Angelo, Lieutenant, junior grade (DC) USNR, Elizabeth, 
N. J.; U. S. Naval Hospital, St. Albans, N. Y.; graduated in 1954 from the 
St. Louis University School of Dentistry; appointed lieutenant, junior grade, 
21 June 1954; ordered to active duty September 1954; died 22 May 1955, age 
25, at his home, of lymphoma. 


MIESES, Thadeus, Captain, MC, USAR, New York, N. Y.; Medical Detachment, 
84lst Engineers Advanced Battalion, Beale Air Force Base, Scarwaf, Calif.; 
graduated in 1950 from Ludwig-Maximilians-Universitat Medizinische Fakul- 
tat, Munich, Germany; Appointed a first lieutenant 3 June 1953; ordered to 
active duty 4 January 1955; died 30 April 1955, age 30, at Bakersfield, Calif. 


of injuries received in an automobile accident. 
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PRESIDENT SPEAKS AT AFIP DEDICATION 


President Eisenhower was the keynote speaker at the dedication of the 
new home of the Armed Forces Institute of Pathology on 26 May 1955. 


While hundreds of spectators, including prominent scientists and gov- 
ernment and military officials looked on, Secretary of Defense Charles 
E. Wilson introduced the President who said, *. . .I dedicate this build- 
ing to the conquest of disease so that mankind, more safe and secure in 
body, may more surely advance to a widely shared prosperity and an en- 
during and just peace.” 





s 


The Secretary of Defense was introduced by Brig. Gen. Elbert De- 
Coursey, MC, USA, Director of the AFIP, who noted that the Institute is 
the central pathology laboratory for the Veterans Administration, in ad- 
dition to the three armed services. The Public Health Service and the 
Atomic Energy Commission, as well as civilian institutions and individ- 
uals, are also served by this unique organization. 


Among those present on the speakers’ platform were Maj. Gen. Howard 
M. C. Snyder, MC, USA (Ret.), the President’s physician; Maj. Gen. 
George E. Armstrong, MC, USA, retiring Surgeon General of the Army; 
Rear Adm. Bruce E. Bradley (MC) USN, Deputy Surgeon General of the 
Navy; Maj. Gen. Dan C. Ogle, USAF (MC), Surgeon General, Air Force; 
Maj. Gen. Leonard D. Heaton, MC, USA, Commanding General of Walter 
Reed Army Medical Center; Capt. William M. Silliphant (MC) USN and 
Col. Ralph M. Thompson, USAF (MC), Deputy Directors of the Armed 
Forces Institute of Pathology. 
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The invocation was given by Maj. Gen. Patrick J. Ryan, USA, Chief 
of Chaplains, and the benediction by Rear Adm. E. B. Harp, Jr., USN, 
Chief of Chaplains. 





a - 
—Ew 


Secretary of Defense Charles E. Wilson addressing the audience. 
The President and medical officers are seated on the platform. 


A scientific program opened that evening with an address by Dr. 
Wendell M. Stanley, a Nobel laureate in chemistry, and was followed 
the next day by sessions presided over by Dr. Arnold R. Rich, Pro- 





fessor of Pathology, Johns Hopkins University Medical School, and Dr. 
Howard T. Karsner, Research Advisor to the Surgeon General, U. S. 
Navy. 

(The history and organization of the AFIP was recently described in 
this Journal, Vol. 6, pp. 221-231, Feb. 1955.) 








1074 U. S. ARMED FORCES MEDICAL JOURNAL (Vol. VI, No. 7 


MAJOR GENERAL SILAS B. HAYS 
APPOINTED ARMY SURGEON GENERAL 


Major General Silas B. Hays was sworn in as the 30th Surgeon Gen- 
eral of the Army on 1 June 1955 succeeding Major General George E. 
Armstrong, who retires in August after more than 30 years of service. 


General Hays was born in St. Paul, Minn., 18 February 1902. In 1928 
he received the degree of doctor of medicine from the University of 
Iowa. After serving an Army internship at Letterman Army Hospital, he 
was commissioned a First Lieutenant, Medical Corps, in the Regular 
Army, 1 August 1929. 





Major General ‘Silas B. Hays, left, is sworn in as Surgeon General of the Army 
by Major General John A. Klein, The Adjutant General, U. S. Army. The 
ceremony was held in Washington, D. C., on 1 June 1955. 


General Hays is a graduate of the Medical Field Service School and 
the Army Industrial College. He served two tours of duty with the Supply 
Division, Office of the Surgeon General, Washington, D. C., and during 
World War II he was Chief of Medical Supply, European Theater of Opera- 
tions. In May 1950 he was assigned as Surgeon, U. S. Army Pacific, and 
later as Surgeon, Japan Logistical Command, until he became Deputy 
Surgeon General in August 1951. 


He is a member of numerous medical organizations and has been 
awarded the Legion of Merit, the Legion of Metit with Oak Leaf Cluster, 
the Croix de Guerre with Palms, and the Order of Sante Publique from 
the Republic of France. 
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Reviews of Recent Books 


PRINCIPLES OF INTERNAL MEDICINE, edited by T. R. Harrison, Raymond D, 
Adams, Paul B, Beeson, William H, Resnik, George W. Thorn, and M. M. 
Wintrobe, 2d edition. 1,703 pages; illustrated. The Blakiston Co., Inc., 
New York, N. Y., 1954. Price $16. 

Those familiar with the first edition of this book are already aware 
of the unique and highly desirable method the authors used in the pres- 
entation of diseases of internal medicine. They were most successful 
in integrating pertinent aspects of preclinical sciences with clinical 
medicine by using modern methods of describing the mechanisms and 
physiologic and structural abnormalities as they relate to disease. 


This edition has retained the general arrangement of the first edition, 
presenting in order the cardinal manifestations, mechanisms, specific 
infections and infestations and, finally, the diseases of the organ sys- 
tems. Each chapter has been revised or rewritten. Two new sections 
enhance the value of this text. One is a section of 15 chapters on dis- 
orders of nervous function containing material that is not readily avail- 
able to most students. Another concerns the care of the patient in which 
general principles of therapy have been grouped together. They deal 
with such problems as sedation, control of pain, nutrition, shock, fluid 
and electrolyte therapy, the comatose patient, and other conditions 
which may be observed in many seriously ill patients regardless of the 
diagnosis. 

This volume is encyclopedic in scope and of necessity does not in- 
clude details on many subjects. Attention is given to the more common 
conditions. The bibliography is not extensive but adequate, and the 
charts and illustrations are excellent. 


This book should become indispensable to medical students, post- 
graduate students of internal medicine, and practicing physicians as a 
ready reference to diseases and their various manifestations. It is 
lighter and easier to handle than the first edition, even though it con- 
tains an additional 150 pages.—DOSS O. LYNN, Col., MC, USA 


THE YEAR BOOK OF DRUG THERAPY (1954-1955 Year Book Series), edited 
by Harry Beckman, M. D. 592 pages; illustrated. The Year Book Pub- 
lishers, Inc., Chicago, Ill., 1955. Price $6. 


This book reviews the important contributions of therapy in the vari- 
ous fields of medicine. From many medical journals published through- 
out the world during the period of August 1953 to August 1954 selected, 
important articles which bring out new ideas of treatment have been 


abs tracted. 
The editor in his preliminary introduction presents an excellent over- 


all review of the scope of the book. Then, dividing the subject matter 
1075 
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into the various fields of medicine, he reviews the important contribu- 
tions, adding his own pertinent remarks as footnotes to many of the 
articles. By listing the source and author of each article, the editor 
enables the reader to refer to the original article should the full details 
be desired. 


In addition, the subject of antibiotics and sulfonamides is thoroughly 
reviewed. Considering the volume of literature published on this subject 
alone, and the numerous new antibiotics available for use, the reader 
is given an excellent summary of this subject. 
















For the busy practitioner, whether or not he is a specialist, whose 
time for reviewing current literature is limited, this book provides a 
most valuable source of information as to current treatment in a concise, 
condensed form. Although subject to some criticism as to what is con- 
sidered important, the author must be congratulated on the excellent 
selection of articles. The various illustrations, charts, and graphs add 
materially to the value of the book and make it ideal for quick reference 
and one that should be in every practitioner’s library. 

—DANIEL J. WALIGORA, Col., MC, USA 
CLINICAL DIAGNOSIS, by Elmer G. Wakefield, M. D., F. A. C. P. 1,611 
pages; 135 illustrations. Appleton-Century-Crofts, Inc., New York, 
N. Y., 1955. Price $22.50. 

From his extensive clinical experience, the author presents time- 
tested technics and diagnostic methods used at the Mayo Clinic. 
Because of the broadness of the subject matter, the book is divided 
into three sections covering regional diagnosis, the systemic dis- 
eases, and the body as a whole. This increases the usefulness of the 
book by permitting easier reference to the topographic area or system 
involved. 

In each section, conditions are discussed sufficiently for their 
clinical diagnosis. Normal as well as abnormal clinical findings are 
described in adequate detail. Technics used by specialists, such as 
endoscopy and special laboratory determinations, and complete dif- 
ferential diagnosis are not included. The author states in the preface 
that a physician can make the diagnosis in 7 out of 10 cases by use 
of his own senses and experience, aided, if necessary, by reference 
to this book; and that the diagnosis in the other three cases depends 
on technics used by specialists. 





























This is just the book needed to supplement standard textbooks of 
internal medicine, because with its use the diagnosis in most patients 
can be made without resorting to endoscopy, roentgenology, or special 
laboratory determinations. 


The book is written in a clear, concise, and easily readable style. 
The illustrations are good, and suitable references are given at the 
end of each chapter. Although the diagnostic criteria of common as 
well as uncommon diseases are included, careful indexing makes this 
an invaluable reference book for the intern, resident, and practicing 
physician. PATRICK I. McSHANE, Col., MC, USA 
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Christopher’s MINOR SURGERY, edited by Alton Ochsner, M. D., and Michael 
E. DeBakey, M. D. 7th edition. 547 pages; illustrated. W. B. Saunders 
Co., Philadelphia, Pa., 1955. Price $9. 









The editors and 21 contributors have given us a new Christopher’s 
Minor Surgery. Those familiar with the sixth edition, printed seven years 
ago will not recognize this new product as their old friend. The present 
work is one half the size of the old, is the product of many contributors 
representing different surgical specialties but with similar academic 
backgrounds, and is organized in an almost completely different fashion 
than the older edition. 












The material is grouped according to systems, and each has sub- 
divisions representing the various categories of conditions. 





Though the problem of definition still is not solved to everyone’s 
satisfaction, the editors state it is “surgical therapy of lesions offering 
little or no potential threat to life and which may be treated with the 
patient on an ambulant status.” Most contributors limit their presenta- 
tions to minor surgery. In the section addressed to “The Surgical Resi- 
dent,” a wise analysis of and fine approach to the code of behavior and 
position of the student surgeon is made. This section alone would make 
the book worth while to a resident and young physician. 










Excellent technical descriptions of examination of the rectum, hand- 
ling of mechanical injuries and thermal injuries (though without refer- 
ence to the work done at Brooke Army Hospital), and diagnosis of pe- 
ripheral venous diseases are found. Infections are considered with such 
completeness that rather uncommon surgical problems such as leprosy, 
anthrax, and others are included. 










By and large the volume is a good one, an improvement over the older 
editions, a fair reference work for office practice, and good for the 
student and resident. It is a valuable work for any physician’s library 


and should take a place with other standard texts. 
—DON S. WENGER, Col., USAF (MC) 







CURRENT THERAPY, 1955, edited by Howard F. Conn, M. D. 692 pages. 
W. B. Saunders Co., Philadelphia, Pa., 1955. Price $11. 










This new volume is one of the best publications on current therapy. 
It contains information on the latest approved methods of treatment for 
the practicing physician. The objective of the author has been to bring 
to the physician information necessary to the complete management of 
the patient. 








The material is presented in well-organized sections covering dis- 
eases of various systems. The index is excellent. The description of 
treatment is narrative in form and is clearly presented. Consultants 
and contributors to this publication are in most instances well known 
for their ability and outstanding work in their fields of special interest, 
which lends additional credence and reliability to the contents of this 
book. 
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For some diseases the methods of treatment of more than one clini- 
cian are described and usually represent different views of therapy 
premised on different concepts of the disease. The views expressed by 
the contributors are presented by the author in an unbiased manner. 


As a ready reference it is one of the best volumes of its kind that 
has been published recently. It will be well received by both the general 
practitioner and specialist alike as being of material assistance in their 
Ppractice.—CHARLES T. YOUNG, Col., MC, USA 
MODERN OCCUPATIONAL MEDICINE, edited by A. J. Fleming, M. Sc., M. D., 


and C, A. D’Alonzo, M. D. 414 pages; 44 illustrations, 2 in color; 32 
tables. Lea & Febiger, Philadelphia, Pa., 1954. Price $10. 


Among the 20 contributors to this book are 12 physicians, including 
medical administrators, psychiatrists, and a surgeon; also contributing 
are a toxicologist, an industrial hygienist, a nurse, a nutritionist, a 
physicist, a safety engineer, and a lawyer. The breadth of the coverage 
of the subject of occupational medicine is matched by its thoroughness 
and authenticity. Particularly stimulating are the forthright questions 
in the first chapter, “The Evaluation of Medical Services in Industry,” 
asked of the plant physician. Equally searching questions are addressed 
to the plant manager, both to give him a yardstick for evaluating his 
medica! program and to indicate the support he must give his medical 
department in terms of staff, equipment, supplies, and stature in order 
to ensure its maximum effectiveness. In setting the standards for the 
staffing and equipping of the medical departnient, the authors recommend 
a ratio of one full-time physician per 1,000 employees, which would 
appear a bit high for most nonchemical industries. Conversely, and sur- 
prisingly, their ratio of one full-time nurse for a group of from 300 to 
800 employees is lower than that generally recommended for industry. 
The ratio of physicians to employees and the list of equipment recom- 
mended by the authors, e. g., basal metabolism and diathermy equip- 
ment for plants with as few as 1,000 employees, imply a belief that 
industrial medical departments should render services, particularly 
diagnostic services, beyond the scope recommended in the “Guiding 
Principles of Occupational Medicine” issued by the Council on Indus- 
trial Health of the American Medical Association. 


A most lucid and helpful exposition of the practical application of 
psychiatry to industry is given, which appropriately ends with the state- 
ment, “effective discipline promotes mental health.” Through the dis- 
ciplines of chemistry, physics, radiology, ophthalmology, otology, toxi- 
cology, physiology, psychology, biostatistics, and engineering, the 
groundwork is laid to permit the elaboration of rational measures for the 
prevention, detection, diagnosis, and treatment of mental and physical, 
organic and functional occupational illness, and to permit the deter- 
mination of the proper scope and procedures of medical examinations 
for detecting the earliest manifestations of such illness and pointing 
the way to corrective action. The value of the book to the plant physi- 
cian would have been enhanced had the authors, after laying this ground- 
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work, included a detailed schedule of medical examinations for em- 
ployees exposed in their work to each of the several substances and 
influences capable of impairing health. Likewise helpful to the plant 
physician would have been a critical examination of, and guidance with 
respect to, certain practices of dubious merit carried on by some in- 
dustrial dispensaries, such as the routine physical checking of all em- 
ployees returning to work after being absent on sick leave, and the 
operation of a visiting-nurse service. 


The book is well organized, indexed, and illustrated. The bibliog- 
raphy is extensive, with references to what appears to be the most au- 
thoritative literature. In my opinion, it is the most complete, authentic, 
helpful, and practical book that has appeared in the broad field of o~ 
cupational medicine. It should be available to all who are engaged in or 
concerned with this field-——B. DIXON HOLLAND, Col., MC, USA 


NORMAL LABOR, by Leroy A. Calkins, M. D., Ph. D., American Lecture 
Series, Publication Number 246, A Monograph in American Lectures in 
Gynecology and Obstetrics. Edited by E. C. Hamblen, M. D., F. A. C. S. 
128 pages; illustrated. Charles C Thomas, Publisher, Springfield, IL1.; 
1955. Price $4. 


This monograph is a collection of papers, each of which deals with a 
facet of obstetrics that has long been controversial. It is not intended 
as a textbook, but rather as collateral reading for those advanced in 
experience and knowledge of obstetrics. The book is written from the 
vantage point of some 30 years of rich experience and careful obser- 
vation, by an author who has evaluated the currently accepted methods 
and without hesitation given his opinion as to their value. This opinion 
is backed by carefully kept records of cases, sufficient in number to 
cause critics to be slow in contradiction. 


Interwoven through this discussion, are the author’s own proved and 
adopted methods, as well as those used in other well-known clinics. 
Criticisms of technics (his own as well as others) are freely given, as 
well as reasons for the criticisms. The point is made that we have not 
yet learned everything about obstetrics, and that our statistics are not 


yet perfect. 


There is a detailed set of tables and methods, tobe used in predicting 
the length of labor by stages. This is rather a simple form of predicting 
length of labor, and well worth the specialist’s careful study and use. 
Whether the average general practitioner would use it in his practice is 
subject to question. The final essay on the management of the third 
stage of labor is well worth reading by anyone doing obstetrics, whether 
in large clinics or in the hinterlands. 


This small book is well organized, readable, and sure to be intensely 
interesting to obstetricians. Reflecting long years of study and careful 
evaluation of adequate records, it gives the reader the benefit of an 
excellent teacher’s experience.—ROY W. TANDY, Sr., Comdr. (MC) USN 
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A PRACTICAL MANUAL OF DISEASES OF THE CHEST, by Maurice Davidson, 
M. D. 4th edition. Oxford Medical Publications. 647 pages; illustrated, 
Oxford University Press, New York, N. Y., 1954. Price $19.25. 


Curing the past decade the advent and almost universal application 
of antibictics has all but transformed the medico-surgical approach to 
pulmonary disorders. The clinical picture of many lung diseases has 
been so greatly modified that the doctor who stood still for the past 20 
years would find himself entirely unfamiliar with modern concepts of 
altered physiology and their therapeutic implications. 


This fourth edition of Davidson’s celebrated account of fundamental 
principles presents an extensive revision of clinical concepts of pul- 
monary diseases in the light of modern chemotherapy, but there appear 
to be two rather glaring deficiencies. First, the treatment of the anat- 
omy, physiology, and chemistry of the respiratory mechanism is too 
sketchy and ephemeral. Second, throughout the extensive description 
of clinicopathologic aspects of diseases of the chest, the majority of 
references hark back to 15 or 20 years ago. In a sense, then, the author 
has presented an unusually thorough treatise on thoracic medicine based 
primarily on an extraordinary clinical -experience over the past quarter 
of a century. His practical concepts are sound and conservative, since 
they are based on clinical trial and error; yet, by the same token, they 
all but ignore the advent of recent advances in physiology. One looks 
in vain for any mention of pulmonary function tests, for an adequate 
discussion of pulmonary, insufficiency, for standardization of defini- 
tions and symbols in respiratory physiology, and for an accurate pres- 
entation of the normal and abnormal functions of the lung. 


If the correlation and interdependence of altered physiology and clini- 
cal disease-states were emphasized, this treatise would be outstanding 
as a shining example of the axiom: “The physiology of today is the 
medicine of tomorrow. "—CHRISTOPHER C. SHAW, Capt. (MC) USN 


SURGERY OF THE ADRENAL GLANDS, by William Wallace Scott, M. D., 
Ph. D., and Perry B. Hudson, M. D. American Lecture Series, Publi- 
cation Number 227, A Monograph in American Lectures in Abdominal 
Viscera, edited by Lester R. Dragstedt, M. D. 150 pages; illustrated. 
Charles C Thomas, Publisher, Springfield, Ill., 1954. Price $3.50. 

Modern concepts of normal and abnormal adrenal function are still 
in a state of flux, and many surgical procedures are awaiting the test 
of time before acceptance. This monograph presents a good review of 
present-day opinions regarding surgically amenable lesions of the 
adrenal glands. Controversial viewpoints are not discussed, but the 
reader is referred frequently to the excellent bibliography that ac- 
companys the monograph. 


The first three chapters deal with the development, structure, and 
function of the adrenal glands. That on function is illustrative of the 
present-day confusion on the subject, but some effort is made toward 
simplification. The rest of the volume is devoted to tumors of the adre- 
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nals, using both anatomic and functional classifications. cll-illustrated 
case histories are presented to describe each type. Surgical procedures 
are discussed with brief comments on bilateral adrenalectomy in the 
treatment of disseminated cancer of the prostate and breast. 


This monograph is well written and is recommended reading for both 
internists and surgeons.—LEWIS L. HAYNES, Comdr. (MC) USN 
ANTIBIOTICS AND ANTIBIOTIC THERAPY, by Allen E, Hussar, M. D., and 


Howard L. Holley, M. D. 475 pages. The Macmillan Co., New York, 
N.Y., 1954. Price $6. 


This book is a compilation of information about the various antibi- 
otics in clinical use and is divided into three sections: the fundamentals 
of antibiotic therapy, a description of each antibiotic, and the treatment 
with antibiotics of various diseases. This results in considerable repe- 
tition but is necessary for its use as a reference. 


The first section contains much interesting information on the possi- 
ble mode of action of antibiotics but the sum total only shows the truth 
not yet revealed. The second section discusses individual antibiotics, 
dosages, toxicity, and reactions. The third section may cause many 
readers to disagree with the authors who seem much more optimistic 
about the use of antbiotics in certain diseases than does the reviewer. 


There are inconsistencies in advocating combinations of aureomycin 
(page 298) and penicillin but later (page 306) stating they are antag- 
onistic. It is interesting that the first of these crugs to be put to 
common use is still the most useful. — JAMES L. TOBIN, Col., USAF (MC) 


A CIBA FOUNDATION SYMPOSIUM ON THE KIDNEY, edited by A. A. G. 
Lewis, M. D., and G. E. W. Wolstenholme, M. B. 333 pages; with 125 
illustrations. Little, Brown & Co., Boston, Mass., 1954. Price $6.75. 


This small volume records the full, verbatim proceedings of an 
international symposium in London under the auspices of the Ciba 
Foundation. The subject matter is discussed in five general parts: 
structural and functional relationships in the kidney, tubular functions 
other than the regulation of acid-base balance, renal share in the reg- 
ulation of acid-base balance, volume control of body fluid, and general 
problems of electrolyte excretion. The book contains 20 articles, 
and each one has its own bibliography. There are many illustrations 
and charts of high caliber. Indexing is adequate, the quality of the 
printing is pleasing, and the volume is well bound. 


This publication’s objective is to make available throughout the 
world the proceedings of this symposium which was necessarily re- 
stricted in membership. A wealth of valuable material is presented 
which will be informative and stimulating to all interested in the kid- 
ney in health and disease. This book has limited clinical application 
at the present; however, it informs the reader of the varied and com- 
plicated measures and methods which are being carried out in investi- 
gation of the kidney.—CLARENCE B. HEWITT, Lt. Col., MC, USA 
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ANIMAL AGENTS AND VECTORS OF HUMAN DISEASE, by Ernest Carroll 
Faust, Ph. D. 660 pages; 216 illustrations and 9 plates, 1 in color; 
12 tables. Lea & Febiger, Philadelphia, Pa., 1955. Price $9.75. 


The author, well known in the fields of parasitology and tropical 
medicine, was among the first in America to offer a parasitologic text 
that was accepted and used widely by the medical as well as by the 
zoological professions. This new book is presented in the clear and 
well-organized style characteristic of his previous works. Although 
emphasis is on parasites, consideration is given to all of the common 
so-called “animal agents” that cause disease in man. These range 
from the viruses, rickettsias, protozoa, and helminth parasites found 
within man to the various arthropods, leeches, poisonous mollusks, 
and dangerous fishes and reptiles which may have venenating or more 
serious effects upon man. 


The over-all value of the book is greatly enhanced by synoptic tables 
that give the reader immediate access to a volume of pertinent infor- 
mation. Students interested in the more basic aspects of parasitic 
diseases will find tables giving taxonomic groupings of the agents 
of disease, means by which they are transmitted, vectors involved, 
reservoir hosts, et cetera; all of which contribute to an understanding 
of the epidemiology of the diseases in concern. Clear line drawings, 
charts, and photographs illustrate various aspects of infection. The 
physician will find accurate descriptions of all the common parasitic 
diseases, and tables that clearly present the pathologic effects and 
clinical manifestations produced by each organism. Appropriate atten- 
tion also is given to the control and prevention of disease. Each chap- 
ter ends with a summary and a bibliography, which permit the reader 
to grasp at a glance the highlights stressed for given subjects and 
list the more important and relevant references from the literature. 


This book covers the etiology, epidemiology, symptomatology, treat- 
ment, and control of diseases resulting from infection by animal para- 
sites. It is highly recommended for use by parasitologists, pathologists, 
practicing physicians, and workers in preventive medicine. 

—ROBERT E. KUNTZ, Lt. Comdr. (MSC) USN 
REGIONAL ALLERGY of the United States, Canada, Mexico, and Cuba, edited 
by Max Samter, M. D., and Oren C, Durham, American Lecture Series, 
Publication Number 224, A Monograph in the Bannerstone Division of 
American Lectures in Allergy, edited by Max Samter, M. D. 395 pages; 
i Charles C Thomas, Publisher, Springfield, Ill., 1955. Price 


This book provides a much needed reference, especially in an allergy 
clinic where inquiries are often made as to whether or not certain chil- 
dren or patients would do better in other sections of the country. Taking 
in all the sections of the United States as well as Cuba, Mexico, and 
Canada, and written by outstanding allergists in each particular section 
of the country, it would come in very handy in any allergist’s office. 
The different conditions existing in these areas as they would affect an 
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allergy patient are discussed thoroughly. Not only are the geographic 
pollen count and fungi counts given, but also a resume of each area, 
including the social structure, the particular business conducted in 
the area, and whether or not there is any outward manifestation of 
smoke or smog, and a short introduction on the geography and natural 
resources of the particular area concerned. 


I found the book very interesting, believe it will be very useful, 
and recommend it highly, especially to any allergist whose patients 
travel to other areas of the country, either of necessity or for pleasure. 
It would be especially useful at a military installation, where because 
of transfers, frequent inquiries are made about conditions at new sta- 
tionS——ARTHUR J. BERGER, Lt. Col., MC, USA 
ORAL PATHOLOGY, by Kurt H. Thoma, D. M. D. 4th edition. 1,536 pages; 


with 1,594 illustrations including 92 in color. The C. V. Mosby Co., 
St. Louis, Mo., 1954. Price $22.50. 


This is the fourth edition of a well-established volume in the field 
of oral pathology. The most noticeable revision is the deletion of the 
chapter on experimental pathology. The important segments of this 
chapter have been placed in appropriate positions in the remaining 
text. 


The format and style are essentially the same and there is some 
expansion to incorporate recent information. The illustrations abundant- 
ly used are well chosen. The discussion of odontogenic tumors is 
excellent as is that in reference to odontogenic cysts. The text is en- 
cyclopedic in scope and will be a welcome addition to the libraries 
of oral surgeons, general pathologists, oral pathologists, and oto 
laryngologists. 


This book has no equal as a reference book in oral pathology. The 
author’s approach to many of the pathologic entities seems to be pri- 
marily that of a clinician rather than a pathologist, which should in- 
crease the usefulness of the work. One of the great merits of this book 
is the vast bibliography which has been revised in this edition to in- 
clude recent publications. —JOSEPH L. BERNIER, Col., DC, USA 
BLOOD GROUPS IN MAN, by R. R. Race, Ph. D., and Ruth Sanger, Ph. D. 


2d edition. 400 pages; illustrated. Charles C Thomas, Publisher, Spring- 
field, Ill., 1954. Price $7.50. 


The first edition of this work, published in 1950, was acclaimed at 
the Third Congress of the International Society of Hematology in Cam- 
bridge University. Prior to that time no book on this subject had been 
so complete, so carefully documented, and so well written. 


The new edition will be welcomed with the same friendliness that 
was shown the older one. The book has been thoroughly revised. The 
100 pages added represent the great amount of work that has been done 
in the field of human blood groups during the past four years. The for- 
mat remains the same. Each blood-group system is discussed in the 
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order of its discovery, and a chapter has been added on the new ninth 
blood-group system “Kidd.” There are also chapters on blood groups 
and linkage,and methods used in blood grouping. Much of the expansion 
has taken place in the important chapters devoted to the ABO and Rh 
blood-group systems. 


The development of the human blood- group systems is, at the present 
time, an intensely dynamic subject. It is well known that conflicts 
regarding the interpretation of data have developed; it may be many 
years before these conflicts can be resolved. Not least among the 
merits of this book is the fair and dispassionate manner with which 
the authors have dealt with these disputes. One hopes that their ex- 
ample may be emulated.—WILLIAM H. CROSBY, Lt. Col., MC, USA 


THE YEAR BOOK OF RADIOLOGY (1954-1955 Year Book Series). Radiologic 
Diagnosis, edited by John Floyd Holt, M. D., and Fred Jenner Hodges, 
M. D.; Radiation Therapy, edited by Harold W. Jacox, M. D., and Morton 
M. Kligerman, M. D. 432 pages; illustrated. The Year Book Publishers, 
Inc., Chicago, IIl., 1954. Price $9. 


This yearbook has two sections. The abstracts of articles in the 
radiologic diagnosis section are concise and well chosen. Many are 
accompanied by excellent photographs. The editors, as usual, often 
add worth-while comment. The chapters on the chest and gastrointes- 
tinal tract are extensive and represent an excellent review of the litera- 
ture. The section on radiation therapy presents interesting articles on 
the use of x-ray, radium, and radioactive isotopes in both malignant 
and nonmalignant lesions and includes brief chapters on physics, 
dosimetry, treatment technics, hazards, injuries, and radiobiology. 


The editors are to be complimented for the excellent preparation 
of this book. It will be a valuable addition to every radiologist’s 
library.—R. J. HEALY, Col., MC, USA 
A TEXT-BOOK OF MEDICINE FOR NURSES, by E. Noble Chamberlain, M. D. 


492 pages; illustrated. 6th edition. Oxford University Press, New York, 
N. Y., 1954. Price $7.50. 


This excellent compilation of information relating body structure 
and function in care of patients with common diseases was written 
for nurses and emphasizes the nursing aspects of medicine. It is also 
a valuable reference for graduate nurses who need a review, or nurses 
studying for state board examinations. The summary of acute infections 
listing causes, symptoms, and treatment serves as a study guide as 
well as a quick reference. Few texts contain such correlation of diet 
and drug therapy in conjunction with physiology. 


All illustrative material was carefully selected. [llustrations clearly 
emphasize various points and greatly enhance the value of the text. 


The author fulfills the need for such a publication for nurses and 
has put forth a great deal of effort in compiling the material to satisfy 
needs of both student and graduate nurses. 

—ANN M. WITCZAK, Maj., ANC, USA 
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THE MANAGEMENT OF ENDOCRINE DISORDERS OF MENSTRUATION AND 
FERTILITY, by Georgeanna Seegar Jones, M. D., American Lecture 
Series, Publication Number 206, A Monograph in The Bannerstone 
Division of American Lectures in Endocrinology, edited by Willard O. 
Thompson, M. D. 198 pages; illustrated. Charles C Thomas, Publisher, 
Springfield, Ill., 1954. Price $5.75. 


This book is written for medical students as well as for the special- 
ist of practitioner, and is intended as a fully informative discussion 
of all the theories and possibilities of endocrine functions and dis- 
orders. It presents in a clear, concise manner the terminology and 
chemical composition of the hormones, describing methods of assay 
and physiologic functions. There is a brief summary at the end of most 
of the chapters. 


The first three chapters are perhaps the most valuable in the book, 
although the last chapter is an excellent review of hydatidiform mole 
and choriocarcinoma. There is an excellent bibliography and index. 


The author is to be congratulated on using a terminology which is, 
in general, more explanatory of the function of the hormone and less 
confusing than is the case with many other works on the subject. 


This is a well-written book on the gynecologic hormones by an author 
who has a thorough understanding of the subject and who realizes that 
too detailed a work would in all probability be out of date before it 
came off the press. The book is recommended as a necessity for the 
library of all those interested in this subject. 

—PAUL PETERSON, Capt. (MC) USN 


PEDIATRIC DIAGNOSIS, by Morris Green, M. D., and Julius B. Richmond, 
M. D. 436 pages. W. B. Saunders Co., Philadelphia, Pa., 1954. 


This book presents an entirely new and interesting approach to the 
pediatric patient when compared with the usual texts. A disease entity 
is not discussed as such; rather, signs and symptoms of disease as 
well as expected normal findings at various levels of growth and devel- 
opment are considered. The introduction includes a section on history- 
taking which reveals the author’s orientation in the psychiatric technics 
of obtaining significant information by indirect means. The section on 
signs and symptoms is the heart of the book and concerns indications 
of disease of every body part and system. By design the book does 
not contain all information concerning a certain disease; however, 
extensive references have been incorporated in the body of the text. 
The section on physical examination describes normal findings and 
clearly indicates the significance of pathologic signs. The final section 
on preventive pediatrics is in accord with the other sections in integrat- 
ing the physical, psychologic, and social aspects of child care. 


The undergraduate student probably will not find this book satis- 
factory to his needs; however, the postgraduate practitioner of pedi- 
atrics will find it interesting and broadening, and helpful in developing 
his approach to the child as a whole.—OGDEN C. BRUTON, Col., MC, USA 
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BONE, An Introduction to the Physiology of Skeletal Tissue, by Franklin C. 
McLean, Ph. D., M. D., and Marshall R. Urist, Me D. 182 pages; illus- 
trated. The University of Chicago Press, Chicago, IIl., 1955. Price $6. 


The authors consider bone as living tissue with a dynamic relation- 
ship to the fluid compartments of the body rather than as merely a 
supporting structure. The text is well organized, starting with a con- 
cise description of bone tissue and a brief but thorough discussion 
of its histogenesis. A firm foundation is laid with clear definitions 
and a presentation of the terminology used in the recent literature. 
Following in sequence are chapters on structure and chemical com- 
position of bone matrix, chemistry and crystal structure of bone mineral, 
and dynamics of calcification. The status of present knowledge of the 
part played by enzymes in the metabolism of both organic and mineral 
components of bone is summarized, although more questions are raised 
than answered. Similarly, the direct and indirect effects on bone physi- 
ology of the various hormones are shown to be poorly understood, and 
the need for further investigation in this field is made clear. 


One chapter is devoted to the metabolism of radioactive elements 
as related to the skeleton, and includes a table summarizing information 
on those fission products with known affinity for bone. Another useful 
table shows the number of days some of these isotopes are retained 
in bone. 


The chapters on postfetal osteogenesis and healing of fractures 


explain clearly the means by which osteogenetic potency exists in 
connective tissue in sites other than bone, and the way in which the 
factors involved in osteogenesis operate in the healing of fractures. 
The pathologic physiology of bone is briefly and competently discussed 
in the final chapter. . 


This book should provide interesting and informative reading for 
general practitioners, internists, surgeons, and medical students, and 
should certainly be thought-provoking for the orthopedist and physiol- 
ogist.—HAROLD E. SHUEY, Lt. Col., MC, USA 
THE DISTRIBUTION OF THE HUMAN BLOOD GROUPS, by A. E. Mourant, 


D. M. 438 pages; illustrated. Charles C Thomas, Publisher, Springfield, 
Ill., 1954. Price $8.75. 


Deriving anthropologic and genetic interpretations from the extensive, 
world-wide knowledge of blood groupings, this work develops the demo- 
graphic usefulness of inherited blood factors. It fulfills the author’s 
objective: to bring together as much as possible of the information 
given by the blood groups on the relationships between the different 
divisions of the human race. 


The first part of the text describes the principal characteristics 
of the nine most significant systems of blood grouping, from the ABO 
series through the Rh to the less-known or less constant “P,” Lutheran, 
Kell, Duffy, and other systems. In addition, other genetic character- 
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istics are introduced, suchas the various types of hemoglobin (A, C, 
D, E, G, and S), and the abilities to taste phenylthiocarbamide and 
to smell hydrocyanic acid. 






The topographic distribution of the various blood types of the several 
systems is covered in seven chapters. A few examples are the high 
incidence of the B gene in people of eastern Europe, the absence of 
B in all American Indians (but not Eskimos) and of A as well in South 
Americans, and the low frequency of the M and the high incidence of the 
Duffy (Fy ) gene among the Lapps of northern Scandinavia. Finally, 
the blood groupings of tissue specimens of animals are discussed, and 
instructions for collection of samples are given. Perhaps most inter- 
esting are the chapters “An Attempt at a Synthesis,” with its sugges- 
tions for future research, and “Some Recent Discoveries,” which brings 
the reader up to date. Medical interest is stimulated by mention of 
the proved increased susceptibility to carcinoma of the stomach by 
persons with group A over those of group O, and the presumed resist- 
ance to malaria of persons with the sickle trait or thalassemia. 













There is a bibliography of 1,716 references, and five maps of the 
world and four of Europe showing the areas of distribution of the var- 
ious blood-group genes. Percentage incidences of the various genes 
in literally thousands of persons tested from all portions of the world 
are provided in 40 tables. There are topographic and zoologic indexes 
to the bibliography, in addition to the general index to the text. 










The book is readable, contains vast reference information, and is a 
tribute to this relatively new field in anthropologic research. 
—ROBERT L. CAVENAUGH, Lt. Col., MC, USA 


PRACTICAL MANAGEMENT OF DISORDERS OF THE LIVER, PANCREAS, 
AND BILIARY TRACT, by John Russell Twiss, M. D., Elliot Oppen- 
heim, Me D., and contributors. 653 pages; 136 illustrations and 7 plates, 
3 in color; 48 tables. Lea & Febiger, Philadelphia, Pa., 1955. Price 

$15. 













This book, as presented by the authors, represents the outgrowth 
of years of inquiry on problems concerning sundry disturbances of the 
upper digestive tract. The aim has been to present briefly and concise- 
ly information which is applicable to everyday medical problems. 
Certain subjects are discussed in more detail than are others; this 
is especially true of those wherein the author’s experience has been 
particularly wide, or where information is not generally available in 
other textbooks. 













The book is divided into four sections and an appendix. The 28 
chapters contain much cross reference within the book. Throughout 
each chapter, methods of investigation and diagnosis are discussed 
and evaluated. Useful charts of differential diagnoses are used where 
applicable, especially in diagnosis of diseases of the liver. Emphasis 
throughout is on medical diagnosis and treatment. The surgical aspects 
of the conditions discussed are considered in relation to principles of 









1088 U. S. ARMED FORCES MEDICAL JOURNAL (Vol. VI, No. 7 


indication for and results obtained by surgical intervention, rather than 
a description of operative procedures. Instructions on cholecystog- 
raphy, cholangiography, needle biopsy, and other diagnostic and labor- 
atory tests, as well as therapeutic diets, are included in the final 
section. 


The book is complete with an extensive bibliography and may serve 
as a handbook and reference book for general practitioners, internists, 


gastroenterologists, and surgeons on the subject covered. 
—WILLIAM S. GEORGE, Col., MC, USA 


GRAY’S ANATOMY OF THE HUMAN BODY, by Henry Gray, F. R. S. 26th edi- 
tion, edited by Charles Mayo Goss, M. D. 1,480 pages; 1,202 illus- 
trations, mostly in color. Lea & Febiger, Philadelphia, Pa., 1954. 
Price $16. 


This latest revision of the “dean” of anatomy textbooks might well 
have been brought out as a centenary edition, for 1958 will mark the 
passage of 100 years since young Henry Gray first published his 
Anatomy. That original edition contained 750 pages with 363 figures, 
as compared with the 1,480 pages and 1,202 illustrations of the present 
volume. More significant than the doubling in size and content, how- 
ever, is the improved method of presentation now employed. In this 
respect, the twenty-sixth edition is notably better than even its im- 
mediate predecessor of six years ago. 


A major advance appears in the rewritten chapter on the peripheral 
nervous system, which has been expanded to the extent of an extra 
28 pages. A convenient new outline of the cranial nerves has been 
added, as well as dermatome charts of the upper and lower extremities. 
In this one chapter, 15 illustrations in color from Téndury, Angewandte 
und topographische Anatomie have been substituted for less clearly 
executed figures formerly used. The autonomic nervous system is par- 
ticularly well described in this edition, except that in deciding to 
restrict the term “sympathetic” to the thoracolumbar division of the 
visceral efferent system the editor has not, in some spots, fully re- 
vised his terminology accordingly. This minor flaw undoubtedly will 
be remedied in the next printing. 


Throughout the book, other improvements are noted. Embryology is 
described concisely, and more exclusively from human material. Surface 
anatomy, oriented toward physical diagnosis, appears as the second 
chapter. A number of diagrams of microscopic anatomy have been re- 
placed by drawings of organs or sections magnified only five times. 
Finally, there are now many bibliographic references supporting state- 
ments in the text, in addition to an ample list at the end of each chapter 
of other references for collateral reading. 


This latest revision of a time-honored text should, even more than 
earlier editions, maintain and augment the popularity long enjoyed by 
Gray’s Anatomy.—B. F. AVERY, Capt. (MC) USN 








New Books Received 










Books received by the U. S. Armed Forces Medical Journal are 
acknowledged in this department. Those of greatest interest will 
be selected for review in a later issue. 










THE THERAPY OF SKIN TUBERCULOSIS, by Gustav Riehl, M. D., and 
Oswald K6épf/, M. D. Translated and revised by Ernest A. Strakosch, 
M. D., Ph. D. American Lecture Series, Publication Number 229, A 
Monograph in The Bannerstone Division of American Lectures in 
Dermatology, edited by Arthur C. Curtis, M. D. 247 pages; illustrated. 
Charles C Thomas, Publisher, Springfield, [ll., 1955. Price $6.75. 


STUDIES ON FERTILITY, Including papers read at the Conference of the 
Society for the Study of Fertility, London, 1954, Being Volume VI of the 
Proceedings of the Society, edited by R. G. Harrison, M. A., D. M. 151 
pages; illustrated. Charles C Thomas, Publisher, Springfield, [ll., 1954. 
Price $4.25. 


MAN’S ANCESTRY, A Primer of Human Phylogeny, by W. CG Osman Hill, M. 
D., F. R. S. E. 194 pages; illustrated. Charles C Thomas, Publisher, 
Springfield, [ll., 1953. Price $4.25. 


THE HYPOPHYSEAL GROWTH HORMONE, NATURE AND ACTIONS. Inter 
national Symposium sponsored by the Henry Ford Hospital and Edsel B. 
Ford Institute for Medical Research, Detroit, Mich., and held at the 
Hospital October 27, 28, 29, 1954. Editors: Richmond W. Smith, Jr., 
M. D., Oliver H. Gaebler, M. D., and C. N. H. Long, M. D. 576 pages; 
illustrated. The Blakiston Division, McGraw-Hill Book Co., Inc., New 
York, N. Y., 1955. Price $12. 


BONE AND JOINT X-RAY DIAGNOSIS, by Max Ritvo, M. D. 752 pages; 568 
illustrations on 398 engravings. Lea & Febiger, Philadelphia, Pa., 


1955. Price $20. 


NEUROPHARMACOLOGY, Transactions of the First Conference, May 26, 27, 
and 28, 1954, Princeton, N. J., edited by Harold A. Abramson, M. D. 
Sponsored by the Josiah Macy, Jr. Foundation, New York, N. Y., 210 
pages; illustrated. Printed by Madison Printing Co., Madison, N. J., 
1955. Price $4.25. 


PHYSICIANS’ OFFICE ATTENDANTS MANUAL. Section for Office Work, by 
Henry B. Gotten, M. D. Section for Laboratory Work, by Douglas H. 
Sprunt, M. D. 93 pages; illustrated. Charles C Thomas, Publisher, 


Springfield, Ill., 1955. Price $3.75. 


CARDIAC AUSCULTATION, Including Audio-Visual Principles, by J. Scott 
Butterworth, M. D., Maurice R. Chassin, M. D., and Robert McGrath, 
M. D. 111 pages; 54 illustrations. Grune & Stratton, Inc., New York, 
N. Y., 1955. Price $4.50. 


PRACTICAL MEDICAL MYCOLOGY, by Edmund L. Keeney, A. B., M. D., 
American Lecture Series, Publication Number 248, A Monograph in 
American Lectures in Internal Medicine. Edited by Roscoe L. Pullen, 
A. B., M. D., F. A. C. P. 145 pages; illustrated. Charles C Thomas, 


Publishes, Springfield, Ill., 1955. Price $4.50. 
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EXPERIENCING THE PATIENT’S DAY, A Manual for Psychiatric Hospital 
Personnel, by Robert W. Hyde, M. D., in collaboration with the at- 
tendants of Boston Psychopathic Hospital. 214 pages. G. P. Pumam’s 
Sons, New York, N. Y., 1955. Price $2.20. 


GOOD HEALTH FOR YOU, YOUR FAMILY, AND YOUR COMMUNITY, by 
Nelson S. Walke, Ph. D., Nathan Doscher, LL. B., Ph. D., and Glenna 
Garratt Caddy, M. D. McGraw-Hill Series in Health Education, Physical 
Education, and Recreation. Clifford Lee Brownell, Consulting Editor. 
415 pages; illustrated. McGraw-Hill Book Co., Inc., New York, N. Y., 
1955. Price $4.75. 


THE YEAR BOOK OF DERMATOLOGY AND SYPHILOLOGY (1954-1955 Year 
Book Series), edited by Marion B, Sulzberger, M. D. and Rudolf L. Baer, 
M. D. 472 pages; 59 illustrations. The Year Book Publishers, Inc., 
Chicago, Ill., 1955. Price $6. 


FUNDAMENTAL CONSIDERATIONS IN ANESTHESIA, by Charles L. Burstein, 
M. D. 2d edition. 219 pages; illustrated. The Macmillan Co., New York, 
N. Y., 1955. Price $5.50. 


LIVING BONE IN HEALTH AND DISEASE, by Irvin Stein, M. D., F. A. C. S., 
F. I. C. S.; Raymond O. Stein, M. D., F. I. C. S.; and Martin L. Beller, 
M. D. 510 pages; 387 illustrations. J. B. Lippincott Co., Philadelphia, 
Pa., 1955. Price $15. 


AN ATLAS OF MUSCULOSKELETAL EXPOSURES, by H. F. Moseley, M. A., 
D. M., M. Ch. (Oxon.), F. R. C. S. (England and Canada), F. A. C. S. 
235 pages; with 376 illustrations in color and 63 figures in black and 
white. Illustrated by Helen T. MacArthur, B. A., with 5 plates by Frank 
Netter, M. D. J. B. Lippincott Co., Philadelphia, Pa., 1955. Price 
$22.50. 


FLUOROSCOPY IN DIAGNOSTIC ROENTGENOLOGY, by Otto Deutschberger, 
M. D., with an introduction by Frank J. Borrelli, M. D., F. A. C. R. 
771 pages; 888 illustrations on 523 figures. W. B. Saunders Co., 
Philadelphia, Pa., 1955. 


MEDICAL EMERGENCIES, Diagnosis and Treatment, by Francis D. Murphy, 
M. D., F. A. C. P., and five associate authors. Foreword by George 
Morris Piersol, M. D. 5th edition. 603 pages; illustrated. F. A. Davis 
Co., Philadelphia, Pa., 1955. 


BASIC SCIENCES IN ANESTHESIOLOGY (A Guide for Study), by Arthur B, 
Tarrow, M. D. 2d edition. 274 pages. The Lydette Publishing Co., San 
Antonio, Tex., 1955. Price $5. 


U. S. MILITARY DOCTRINE, A Study and Appraisal, by Dale O. Smith, 
Brigadier General, USAF. Foreword by General Carl Spaatz. 256 pages. 
Published by Little, Brown & Co., Boston, Mass., association with 
Duell, Sloan & Pearce, Inc., New York, N. Y., 1955. Price $3.50. 


ANNALS OF THE NEW YORK ACADEMY OF SCIENCES, Volume 61, Art. 1, 
Pages 1-280, April 15, 1955. Editor, Roy Waldo Miner. “Reserpine in the 
Treatment of Neuropsychiatric, Neurological, and Related Clinical 
Problems.” Conference Co-Chairmen: Fredrick F. Yonkman, Frank L. 
Mohn, and Jock L. Graeme. Consulting Editor: Fredrick F. Yonkman, 
280 pages; illustrated. The New York Academy of Sciences, New York, 
N. Y., 1955. Price $3.50 


OPEN WIDER, PLEASE, The Story of Dentistry in Oklahoma, by J. Stanley 
Clark. 391 pages; illustrated. University Of Oklahoma Press, Norman, 
Okla., 1955. Price $5. 
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SPORTS INJURIES, Prevention and Active Treatment, by Christopher Woodard. 
2d edition. 128 pages; illustrated. Published by Max Parrish & Co., 
Ltd., London, 1954. Distributed by Track & Field News, Los Altos, 
Calif. Price $3. 


ANNALS OF THE NEW YORK ACADEMY OF SCIENCES, Volume 59, Art. 5, 
“Leukocytic Functions,” by Albert S$. Gordon, et al. Editor, Roy Waldo 
Miner, Pages 665-1070; illustrated. The New York Academy of Sciences, 
New York, N. Y., March 24, 1955. Price $4.50. 


CEREBRAL VASCULAR DISEASES, Transactions of a Conference Held under 
the Auspices of The American Heart Association, Princeton, N. J., 
January 24-26, 1954. Irving S. Wright, Chairman; E. Hugh Luckey, Editor. 
167 pages. Published for The American Heart Association by Grune & 
Stratton, New York, N. Y., 1955. Price $5.50. 


ANCIENT THERAPEUTIC ARTS, The Fitzpatrick Lectures delivered in 1950 
and 1951 at the Royal College of Physicians, by William Brockbank, 
M. A., M. C. (Camb) F. R. C. P. 162 pages; illustrated. Charles C 
Thomas, Publisher, Springfield, Ill., 1954. Price $5. 


EVALUATION IN MENTAL HEALTH, A Review of the Problem of Evaluating 
Mental Health Activities. Report of the. Subcommittee on Evaluation of 
Mental Health Activities. Community Services Committee, National 
Advisory Mental Health Council, 1955. Public Health Service Publi- 
cation No. 413. U. S. Department of Health, Education, and Welfare, 
Public Health Service, National Institutes of Health, National Institute 
of Mental Health, 1955. 292 pages. U. S. Government Printing Office, 
Washington 25, D. C., 1955. May be secured from the Superintendent 
of Documents, Government Printing Office, Washington 25, D. C. at 
$2.00 per copy (Catalog No. FS2.22:M52/16). 


PSYCHOCUTANEOUS MEDICINE, by Maximilian E. Obermayer, M. D. American 
Lecture Series, Publication Number 239, A Monograph in the Banner- 
stone Division of American Lectures in Dermatology. Edited by Arthur 
C. Curtis, M. D. 487 pages; illustrated. Charles C Thomas, Publisher, 
Springfield, Ill., 1955. Price $9.75. 


THE PLASMA PROTEINS IN PREGNANCY, A Clinical Interpretation, by 
Harold C. Mack, M. D. Foreword by Nicholson J]. Eastman, M. D. Ameri- 
can Lecture Series, Publication Number 252, A Monograph in American 
Lectures in Gynecology and Obstetrics. Edited by E, C. Hamblen, M. D., 
F. A. C. S. 118 pages; illustrated. Charles C Thomas, Publisher, 
Springfield, Ill., 1955. Price $3.75. 


SOME PHYSIOLOGICAL ASPECTS AND CONSEQUENCES OF PARASITISM, 
edited by William H. Cole. 90 pages; illustrated. Rutgers University 
Press, New Brunswick, N. J., 1955. Price $2. 


PSYCHIATRY FOR THE FAMILY PHYSICIAN, by CG. Knight Aldrich, M.D. 
276 pages; illustrated. The Blakiston Division, McGraw-Hill Book Co., 
Inc., New York, N. Y., 1955. Price $5.75. 


CAPRICORN ROAD, by Francois Balsan. Translated from the French by 
Pamela Search, 252 pages; illustrated. Philosophical Library, Inc., 
New York, N. Y., 1955. Price $4.75. 


PRINCIPLES OF MEDICAL STATISTICS, by A. Bradford Hill,C. B. E., D. Sc., 
Ph. D., F. R. S. 6th edition, revised and enlarged. 314 pages. Oxford 
University Press, New York, N. Y., 1955. Price $4. 


THE YEAR BOOK OF ENDOCRINOLOGY (1954-1955 Year Book Series), edited 
by Gilbert S. Gordan, M. D., Ph. D. 392 pages; illustrated. The Year 
Book Publishers, Inc., Chicago, Ill., 1955. Price $6. 





1092 U. S. ARMED FORCES MEDICAL JOURNAL (Vol. VI, No. 7 


ETIOL.OGY OF CHRONIC ALCHOLISM, by Oskar Diethelm, M. D. 227 pages; 
illustrated. Charles C Thomas, Publisher, Springfield, Ill., 1955. Price 


$6.75. 


ANXIETY AND STRESS, An Interdisciplinary Study of a Life Situation, by 
Harold Basowitz, Harold Persky, Sheldon J. Korchin, and Roy R, 
Grinker. 320 pages; illustrated. The Blakiston Division, McGraw-Hill 
Book Co., Inc., New York, N. Y., 1955. Price $8. 


GENERAL PRINCIPLES OF GEOLOGY, by J. F. Kirkaldy, D.Sc., F.G.S, 
327 pages; illustrated. Philosophical Library, Inc., New York, N.Y., 
1955. Price $6. 


TREATMENT IN PSYCHIATRY, by Oskar Diethelm, M.D. 3d edition. 545 
pages. Charles C Thomas, Publisher, Springfield, Ill., 1955. Price 
$9.50. 


RADIOISOTOPES IN BIOLOGY AND AGRICULTURE,.Principles and Practice, 
by C. L. Comar. 481 pages; illustrated. McGraw-Hill Book Co., Inc., 
New York, N.Y., 1955. Price $9. 


THE MAYO CLINIC, by Lucy Wilder. 2d edition. 69 pages; illustrated by Ruth 
Bamey. Charles C Thomas Publisher, Springfield, Ill., 1955. Price 
$3.75. 


GERIATRIC ANESTHESIA, by Paul H. Lorhan, M.D. 90 pages. American 
Lecture Series, Publication Number 245, A Monograph in American 
Lectures in Anesthesiology. Edited by John Adriani, M.D. Charles C 
Thomas, Publisher, Springfield, Ill., 1955. Price $3.25. 


TEA, A Symposium on the Pharmacology and the Physiologic and Psychologic 
Effects of Tea, edited by Henry J. Klaunberg, Ph.D. 64 pages; illustrat- 
ed. The Biological Sciences Foundation, Ltd., Washington, D. C., 1955. 
Price $1. 


LABORATORY EXERCISES IN ANATOMY AND PHYSIOLOGY, by Dorothy 
Walton Parry, M. A. 158 pages; illustrated. G. P. Putnam’s Sons, New 
York, N. Y., 1955. Price $3. 


THE YEAR BOOK OF PATHOLOGY AND CLINICAL PATHOLOGY (1954- 
1955 Year Book Series),edited by William B. Wartman, M. D. 486 pages; 
illustrated. The Year Book Publishers, Inc., Chicago, Ill., 1955. Price 
$6. 


A PRIMER OF ELECTROCARDIOGRA PHY, by George E. Burch, M. D., 
F. A. C. P.,and Travis Winsor, M. D., F. A. C. P. 3d edition, thoroughly 
revised. 286 pages; 281 illustrations. Lea & Febiger, Philadelphia, Pa., 
1955¢ Price $5. 


HYPOTENISON, Shock and Cardiocirculatory Failure, by Paul G. Weil, M. D., 
Ph. D. 78 pages; illustrated. J. B. Lippincott Co., Philadelphia, Pa., 
1955. Price $2.25. 

PHYSIOLOGY AND ANATOMY, by Esther M. Greisheimer. 7th edition, rewritten 


and reset. 868 pages; 430 illustrations, including 48 in color. J. B. Lip 
pincott Co., Philadelphia, Pa., 1955. Price $5. 


SEXUAL HYGIENE AND PATHOLOGY, by John F. Oliven, M. D. 481 pages. 
J. B. Lippincott Co., Philadelphia, Pa., 1955. Price $10. 


CLINICAL ORTHOPAEDICS, Number 5, Backache. Anthony F. DePalma, 
Editor-in-Chief. 242 pages; illustrated. J. B. Lippincott Co., Phila- 
delphia, Pa., 1955. Price $7.50. 


U. S. GOVERNMENT PRINTING OFFICE:1955 O—347751 








